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CAUSES OF BITEMPORAL CONTRACTION OF THE 
VISUAL FIELD. 


Emory Hitt, M.D., F.A.C.S. 


RICHMOND, VA. 


Attention is called to the different forms of impairment of the visual field and their sig- 


nificance. 


They may occur in hypopituitarism with or without convulsions, with pituitary 


headache, pituitary disturbance in relation to infection, hyperpituitarism, cerebral syphilis, 


hydrocephalus and tumors. 


Reports of forty cases were presented with this paper. 


It was 


read at the meeting of the Colorado Congress of Ophthalmology and Oto-Laryngology, July, 


1922 


Striking evidence of intracranial dis- 
ease is the bitemporal hemianopsia 
which results from an enlargement of 
the pituitary body, pressing upon and 
destroying the medial fibers of each 
optic nerve at the chiasm. For a long 
time this peculiar field was accepted 
as proof of pituitary tumor, zrd with- 
out it such tumor was rare}. diag- 
nosed. That so extreme damace to the 
visual fibers is a late occurrence, and 
not necessary 
pituitary enlargement, was _ pointed 
out convincingly by Cushing in his 
work, “The Pituitary Body and Its 
Disorders,” in 1912. He emphasized 
the earlier manifestations of pressure 
upon the chiasm in the form of upper 
temporal “slants” in the visual fields, 
especially for colors, due to a lesser de- 
gree of pressure upon the medial fib- 
ers of the chiasm from below.  In- 
creasing knowledge of the behavior of 
the endocrin glands has led to the 
recognition of numerous disturbances 
of the pituitary body both in function 
and in size, disturbances originating 
in this structure and secondary to 
lesions elsewhere. In fact, the pro- 
duction of pituitary disease as a conse- 
quence of neighboring lesions is a mat- 
ter of more frequent occurrence, if not 
greater importance, than primary pitui- 
tary tumors. 

Temporally contracted fields, par- 
ticularly in the upper quadrants, are 
usually found when the pituitary gland is 
enlarged. Tendencies to homonymous 


to the diagnosis of 
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hemianopsia are fairly frequent, and 
other types of field impairment are oc- 
casionally met with. These various 
fields are summarized in the American 
Encyclopedia of Ophthalmology, vol. 13, 
p. 10230. If one approaches the sub- 
ject, not from the standpoint of gross 
enlargement of the pituitary gland, but 
from the standpoint of the visual field 
changes indicative of pressure upon the 
optic chiasm, one is impressed with the 
fact that such changes are by no means 
infrequent in a variety of neurologic dis- 
orders. It has been my privilege to study 
a number of these cases in cooperation 
with the neurologist and internist, who 
have had a keen appreciation of the 
value of perimetric studies. My sincere 
gratitude is due to Dr. Beverley R. 
Tucker and Dr. R. Finlay Gayle, Jr., for 
the opportunity of studying their neur-— 
ologic patients and utilizing their records 
for the case histories herein included, to 
Dr. Douglas Van der Hoof for the use 
of his material in the medical reports of 
certain cases, to Dr. C. C. Coleman for 
his criticism as well as case histories 
from the standpoint of the neurologic 
surgeon, and to Dr. D. D. Talley, Jr., 
for his interpretation of X-ray pictures, 
based upon an exceptionally large ex- 
perience in head cases. A few of the 
cases reported were seen primarily by 
me, their chief complaint being apparent- 
ly associated with their eyes; but natural- 
ly the majority were referred by col- 
leagues for ophthalmologic examination 
in connection with the diagnosis of neur- 
ologic disorders. 
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There is no accepted classification for 
such a group of cases. Certain clinical 
pictures cannot be so definitely grouped 
as to satisfy all neurologists. I am well 
aware that some combinations of symp- 
toms and physical signs would be held 
to justify different diagnoses by different 
neurologists; therefore, the classification 
which I have made of the cases here 
presented is tentative and offered for 
convenience. A case denominated hypo- 
pituitarism might be considered one of 
pituitary tumor; a case accepted as 
pituitary tumor cannot always be verified 
by operation or autopsy. The hazard of 
surgical intervention in the cranial cav- 
ity does not warrant exploration at so 
early a date in this type of disease as 
might be justified in an obscure ab- 
dominal disease. Indeed, it is a question 
of grave concern whether certain cases 
should be advised to have intracranial 
exploration in the presence of obscure 
crippling lesions. It is becoming possible, 
however, to approach the question of in- 
tracranial surgery with more confidence 
than heretofore, thanks to the remark- 
able advances made by surgeons who not 
only possess a high degree of technical 
skill but have a first hand knowledge of 
neurology as well. The advent of the 
neurologic surgeon must be counted 
among the distinct gains of modern medi- 
cal science. We may hope to reach more 
satisfactory conclusions in regard to the 
exact nature and location of many intra- 
cranial lesions in the future. At present 
there seems to be a considerable variety 
of conditions which produce sufficient 
pressure upon the visual fibers at the 
optic chiasm to cause limitation of the 
temporal fields of vision, conditions not 
always conforming to the type of gross 
pituitary disease with which such fields 
have usually been associated in our 
minds. 

That an intimate relationship exists 
among the various glands of internal 
secretion is a consideration of paramount 
importance, and it must be remembered 
that pituitary cases are such only in the 
sense that the pituitary gland appears 
to be the one chiefly affected, but not the 
the only one affected. It is important, 
likewise, to remember that any conclu- 
sions reached today, in regard to the 
effects of endocrin disorders and treat- 


ment directed thereto, are tentative. We 
have as yet too little definite knowledge 
of this complex subject to warrant dop- 
matic statements. The very lack of cer- 
tainty justifies a serious attempt to pre- 
sent our experiences and correlate oyr 
observations, to the end that some order 
may eventually come out of the present 
chaos of opinion and conjecture. Ap- 
other important consideration is that al] 
degrees of variation in stature, metabolic 
processes, mentality, and personality ex- 
ist according to the relative activities of 
the glands of internal secretion. We can- 
not draw a sharp line of separation be- 
tween normal individuals, on the one 
hand, and those with abnormal endocrin 
glands on the other hand. Just as com- 
plete bitemporal hemianopsia represents 
an extreme and rare damage to the optic 
chiasm, so the pronounced and highly de- 
structive disorders of the  endocrin 
glands represent only a small part of the 
cases of altered structure and function 
which concern us. Slight degrees of 
damage to the fields of vision corre- 
spond to the less extreme degrees of 
pituitary disorder and other lesions pro- 
ductive of pressure upon the optic 
chiasm. 

The purpose of this communication is 
to discuss 40 cases seen during the past 
three years which present visual fields 
indicative of pressure upon the optic 
chiasm. They are not selected cases, ex- 
cept in so far as they come chiefly from 
the practice of neurologists who have 
been especially interested in endocrin- 
ology. A few additional cases have been 
omitted because opportunity has been 
lacking to obtain more than a casual 
study of them. 


HYPOPITUITARISM. 


The majority of pituitary disturbances 
fall into the class of deficiences in the 
function of one or the other lobe of the 
gland, or of both lobes; at least this is 
true at the time when they come under 
observation. Some cases give no evi- 
dence of having had an excessive pitui- 
tary secretion at any time; many cases 
give quite definite evidence of a past 
overfunctioning, but this has been 
superseded by a state of deficiency; even 
the very striking examples of gigantism 


and acromegaly pass into a state of 


pituitary deficiency in the long run. 
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Cases exhibiting positive X-ray evidence 
of an enlarged sella turcica with destruc- 
tion of the clinoid processes, interpreted 
as due to an enlarged pituitary body, may 
be in a state of deficient glandular ac- 
tivity because of pressure atrophy of 
secreting tissue in a tumefied gland. 
Cushing’ laid stress upon the follow- 
ing symptoms of hypopituitarism : high 
sugar tolerance, subnormal temperature, 
pulse and low blood pressure, 


slow 
A low per- 


drowsiness and asthenia. 


compression of the nerve sheath prevents 
the papilledema which frequently mani- 
fests increased intracranial pressure 
from space restricting lesions elsewhere 
in the cranial cavity. A papilledema can 
be superimposed upon a primary atrophy 
when general increase of intracranial 
pressure has followed a pituitary growth. 
Slight degrees of engorgement of the in- 
tervaginal spaces may bring about 
blurring of the disc edges, edema and 
proliferation of glial tissue upon the 


RIGHT 


Fig. 1. Illustrating upper temporal slants, upper temporal scotoma and enlarged blind spots, in a case of 


acromegaly and cerebrospinal syphilis with ultimate hypopituitarism. 


centage of blood sugar is today regarded 
as significant, and this observation has 
largely replaced the estimation of sugar 
tolerance. Neighborhood symptoms of 
importance are revealed by the X-ray 
picture of the sphenoid and by the eye 
examination. Diminished capacity of 
the sella turcica, with large clinoid proc- 
esses encroaching upon the outlet of the 
sella or bridging it over, points to a small 
gland; the opposite condition of abnor- 
mally large sella with destruction of the 
clinoids points to an excessively large 
gland. [rosion of the tips of the clin- 
oids and of the floor of the sella and of 
the dorsum also results from enlarge- 
ment of the pituitary body. Such pitui- 
taries may have passed from a hyper- 
functioning to a hypofunctioning state. 
Primary atrophy is the most common ex- 
pression of damage to the optic nerves 
by a pituitary overgrowth. The early 


hite and red fields. 


discs. Impaired function of the extra- 
ocular muscles, anosmia, epistaxis and 
uncinate attacks are less frequent neigh- _ 
borhood symptoms. General pressure 
symptoms are those commonly associated 
with intracranial tumors. Symptoms of 
secretory deficiency are skeletal, consist- 
ing of a small frame, stubby hands and 
tapering fingers; cutaneous, consisting 
of vasomotor mottling, pigmentation, di- 
minished growth of hair, dry skin and 
hair; metabolic, consisting of increased 
body fat, especially in the shoulder and 
pelvic girdles, lowered blood sugar and 
lowered blood pressure; and sexual, con- 
sisting of deficient growth of the sexual 
organs, absence of sexual power and de- 
sire, amenorrhea and absence of the sec- 
ondary sexual characteristics in early 
cases, and retrogressive changes in these 
respects in cases developing in adult life. 
Not all of these changes are primarily 
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due to the pituitary deficiency; other 
glands of internal secretion are responsi- 
ble, but these evidences of polyglandular 
disturbance exist where the pituitary is 
in a state of deficiency, and hence are 
common manifestations in hypopituitar- 
ism. 

Twenty-seven cases in this series are 
classed as hypopituitary. Nineteen had 


normal eyegrounds; three had primary 


optic atrophy, a fourth showed pallor of 
the temporal quadrants of the discs; two 
had hyperemic discs with blurred edges, 
one had discs covered by exudate, and 
one had choked discs. Sixteen cases 
showed upper temporal slants in the 
visual fields ; fourteen had enlarged blind 
spots; four showed upper temporal 
quadrant defect for red in the field of 
one eye; four showed upper temporal 
quadrant scotoma; there was one ex- 
ample of each of the following field de- 
fects: bitemporal contraction as great 
below as above, homonymous hemian- 
opsia, concentric contraction, tubular 
fields. Radiographic findings were as 
follows: twelve had abnormally small 
sellae, two had large sellae, eleven sellae 
had very narrow outlets, nine had 
roughening of the tips of the processes; 
five fossae were normal, and four cases 
did not have X-ray pictures. One skull 
showed the mottling characteristic of in- 
creased intracranial pressure. 

Headache was a symptom in 19 cases; 
nausea and vomiting in 4 cases; con- 
vulsions in 12. The following symp- 
toms of pituitary deficiency were noted: 
scant perspiration in 5 cases, low blood 
pressure in 9, low blood sugar in 6, in- 
creased pigmentation in 4, dry skin in 3, 
scant body hair in 5, clubbed fingers in 
6, low basal metabolism in 4, obesity in 5, 
spaced teeth in 2, glycosuria in 1, 
drowsiness in 6, voracious appetite in 3. 

The value of certain of these data in 
establishing the existence of a pituitary 
deficiency may be questioned. For ex- 
ample, sugar tolerance is not regarded as 
sO important today as it was a decade 
ago; radiographs of the sella turcica are 
interpreted variously by different roent- 
genologists ; some would deny that there 
is any correlation between pituitary 
function and bony alteration of the 
sphenoid ; obesity and low basal metab- 
olism may be preempted by the 


thyroid. It is not possible to discuss 
these questions here. The usual infor- 
mation sought and recorded by the ney. 
rologist has been presented without any 
attempt to evaluate its importance. Hypo- 
pituitarism, as now understood, is ap- 
parently the most prolific source of 
temporal contraction of the visual fields. 
Certain special features appearing jn 
hypopituitary cases deserve separate 
mention, namely recurrent convulsions, 
pituitary headaches, and infections. 


RECURRENT CONVULSIONS WITH 
HYPOPITUITARISM. 


Epilepsy is a disease shrouded in 
mystery. With all the literature ac- 
cumulated during the centuries dealing 
with its manifestations, which are easily 
recognized, it remains 'argely a disease 
of unknown etiology, if we except the 
localized convulsions due to sharply de- 
fined pressure in the motor cortex, to 
which Jackson’s name has been ap- 
pended, and certain cases of syphilitic, 
traumatic, and toxic origin. Some 
neurologists affirm that true epilepsy 
cannot be traced to any known cause. 
There has been, however, a serious ef- 
fort in late years to establish some clas- 
sification of epilepsy on the basis of eti- 
ology. Among the varieties of this dis- 
ease has emerged the socalled pituitary 
epilepsy. Whether this is warranted and 
will be a permanent classification, it is 
not for ‘the ophthalmologist to say. It 
is, nevertheless, worthy of note that 
neurologists so competent as Weisen- 
burg, Clarke* and Tucker* describe as 
pituitary epilepsy a condition character- 
ized by convulsive seizures of an epilepti- 
form nature in individuals who show the 
generally accepted evidences of deficient 
pituitary secretion, and are benefited in 
respect to frequency and severity of con- 
vulsive attacks by the administration of 
pituitary extract. Cushing’ offers the 
following reasons for associating the 
hypopituitary state with epilepsy : the cor- 
tex of hypophysectomized dogs is more 
sensitive to stimulation than that of nor- 
mal animals (Horsley); a tendency to 
convulsions was noted in some of his 
hypophysectomized animals ; epilepsy fol- 
lows cranial injuries, and in such injuries 
the pituitary is sometimes damaged; 
epilepsy frequently occurs in individu- 
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als who exhibit a state of pituitary defi- 
ciency ; the secretion of the posterior lobe 
apparently enters the cerebrospinal fluid 
and thus reaches the brain; a scar or 
tumor preventing the escape of this 
secretion might alter the stability of 
nerve cells normally subjected to the 
secretion; pituitary gland substance 
modifies the epileptic attacks. 

We are not so much concerned with 
the question whether these cases should 
be called epilepsy as we are with the fact 

LEFT 


criteria and pituitary therapy may or 
may not give results; it is worthy of trial 
in so serious a condition which is no- 
toriously resistant to other treatment. 
Among the cases of hypopituitarism in 
this series, 12 suffered from recurrent 
convulsions. In 4 of these the onset of 
convulsions was at puberty; five had 
normal radiographic pictures; the other 
seven showed abnormalities of the sella 
in the form of small size and roughen- 
ing of the tips of the clinoids, except for 


RIGHT 


Fig. 2. 
tarism. White and red fields. 
that a most distressing derangement of 
mind and body can be offered some 
measure of relief by therapy based upon 
the diagnosis of hypopituitarism; and 
among the evidences of pituitary dis- 
turbance are characteristic changes in 
the visual fields consisting of temporal 
contraction, especially in the upper 
quadrants. To avoid confusion with the 
socalled idiopathic epilepsy, and to dis- 
courage undue zeal in the use of glandu- 
lar therapy in epilepsies, it may be well 
to use the term “recurrent convulsions” 
for the present, as Tucker has suggested. 
When these convulsions begin to appear 
during adolescence, in individuals who 
show abnormality of the sella turcica re- 
vealed by X-ray picture, the visual field 
contraction indicative of pressure upon 
the optic chiasm, and the clinical signs 
of hypopituitarism, we have the typical 
condition calling for pituitary therapy. 
Other cases fulfill one or more of these 


?, Illustrating temporal relative scotomas (“zones of deadened perception’’) in a case of hypopitui- 


Recovery of normal fields after glandular therapy. 


two cases of very large sellae. In one 
of these, precocious development in 
childhood suggested early overfunction 
of the pituitary; in the other there was - 
evidence of increased intracranial pres- 
sure and the bony sella was largely ab- 
sorbed; both gave clinical signs of 
hypopituitarism. Ten had normal eye- 
grounds and normal visual acuity; two 
had subnormal vision and primary optic 
atrophy. Seven showed bilateral upper 
temporal contraction, 4 showed unilater- 
al upper temporal contraction, and one 
had a tendency to homonymous hemian- 
opsia. In one there was right upper 
temporal scotoma for red. Six had en- 
largement of the blind spots. 
Conspicuous signs of a_hypopitui- 
tary state were long tapering fingers, low 
blood pressure, low blood sugar, minus 
basal metabolism, dry skin and scant 
perspiration. One case with nephritis 
had a high blood pressure. Three cases 
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gave quite definite evidence of a previous 
excessive pituitary functioning; only one 
had suffered severe head injury. 

While this communication is not 
primarily concerned with therapeutic re- 
sults, the importance of the subject war- 
rants some reference to the outcome of 
treatment. This series includes 12 cases 
of recurrent convulsions in individuals 
who are believed to have hypopituitar- 
ism; they are not limited to the typical 
examples of socalled “pituitary epilepsy.” 
Such cases are not easy to follow, nor 
do they always persist in treatment. The 
necessity of breaking the convulsive habit 
makes it impractical to limit therapy to 
pituitary extract. Sedatives, of which 
luminal is now a favorite example, are 
given together with pituitary extract, and 
the therapeutic test is not so rigid as we 
should desire. In this series one case 
has not been heard from; three have 
shown practically no improvement. The 
other eight have improved, to the extent 
of going for longer intervals with fewer 
attacks. One reports 3 light attacks in 
7 months in contrast to 1 or more at- 
tacks per month before treatment; one 
has had 1 attack in 11 months instead of 
3 in 4 months as formerly; one has had 
1 attack in 2 months instead of 5 daily; 
one has gone 4 months without an at- 
tack; one has had no attack in 6 months, 
whereas she formerly had 1 or 2 attacks 
associated with the menstrual period for 
years. One case has been nearly free of 
attacks for 3 years; he exhibited the 
status epilepticus when first seen. A 
striking example is that of a man who 
had convulsions varying from one a day 
to one in 3 weeks. He has been free of 
major attacks for 4 months, except for 
2, which occurred when he had been 
without pituitary extract for a few days, 
but was still taking luminal. It is fair 
to state that the dosage of luminal given 
in this series of cases was smaller than 
would ordinarily suffice to control con- 
vulsions. 


PITUITARY HEADACHE. 


In 1919, Irving Pardee* called atten- 
tion to a type of headache characterized 
by deep seated bitemporal pain, in indi- 
viduals who show dyspituitarism as indi- 
cated by changes in sugar tolerance, bony 
formation of the extremities, distribu- 


tion of hair, and excessive fatigue with 
drowsiness. He laid much stress upon 
alteration im the sella turcica as shown 
by radiographs. He stated that whole 
gland extract effects a positive cure, ex. 
cept when a neoplasm is present. He 
found contraction of the temporal fields 
occasionally and primary optic atrophy 
rarely. 

Such cases are substantially hypopi- 
tuitarism with headache as a conspicuous 
symptom. Because of the prominence of 
the headache and its intractable character 
under any of the usual forms of treat- 
ment, it seems desirable to discuss these 
cases separately. The pain is described 
as deep seated in the region of the 
temples. The patient points with the 
fingers inwards and downwards from the 
temples in the direction of the base of the 
brain. Sometimes the sensation is de- 
scribed as a feeling of water splashing 
or of a marble rolling in the position of 
the sella turcica. Such cases have bi- 
temporal contraction of the visual fields, 
usually of slight extent, but with the 
characteristic upper temporal slants due 
to pressure upon the chiasm from be- 
low. They show likewise the evidences 
of a hypopituitarism and are benefited 
to a marked extent by pituitary extract 
administered preferably by hypodermic. 
Whether glandular extracts, other than 
thyroid extract, administered by mouth 
are of value is a disputed question, 
which this is not the place to discuss. It 
may be said that hypodermic administra- 
tion is the most effectual ; liquid prepara- 
tions probably are superior to tablets. 
Three cases here reported seem to prove 
that oral administration is of value de- 
spite the denial of some authors 

Of 27 hypopituitary cases, 17 com- 
plained of headache. Nine of these de- 
scribed bitemporal pains. Six of the 
nine also suffered from epileptiform at- 
tacks, and in three of these severe bi- 
temporal pain was experienced in con- 
nection with the attacks. 

One patient described a sensation of 
“water rolling” and one of a “marble 
rolling” in the region of the sella turci- 
ca. Three additional cases, not in the 
hypopituitary group, complained of bi- 
temporal pains. 

The following cases illustrate pituitary 
headache : 
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Case 28, a woman of 35, had deep 
seated, long continued bitemporal pain 
and a sensation of a marble rolling at 
the base of the brain. She was drowsy 
and unable to carry on her work as a 
nurse. She had an extremely small pitu- 
itary fossa with narrow outlet. Fields 
showed upper temporal contraction and 
enlarged blind spots. Under treatment 
with whole gland pituitary extract and 
ovarian substance, she recovered com- 
pletely and her fields lost the upper tem- 
poral slants. 

terrT 


quadrants. He had regained perfect 
health on the use of whole gland pitui- 
tary extract when heard from 3 months 
and 8 months later. 

Pardee’s description applies to these 
cases except that temporal contraction of 
the visual fields should be a regular find- 
ing and not merely occasional. Optic 
atrophy is not frequent, nor is extreme 
narrowing of the fields; but careful 
perimetry, using small test objects, will 
reveal upper temporal slants which are 
missed in a casual charting of fields. 


RIGHT 


Fig. 3. Illustrating progressive narrowing of tem 


poral fields with smaller white test objects. A case 


of polyglandular (including pituitary) deficiency; 10, 5, 2 and 1 mm, white test objects used, as suggested 


by Cushing and Walker. 


Case 14, a woman of 27, complained 
of recurrent convulsions and bitemporal 
headache, with a sensation of water roll- 
ing in the region of the sella _turcica. 
She gave evidence of a hypopituitarism 
and showed a pronounced upper tempor- 
al slant in one field. X-ray showed mot- 
tling of the skull and a large pituitary 
fossa. Her headaches and convulsions 
ceased after the use of pituitary extract. 
There was evidence of pituitary tumor in 
this case, and her improvement is prob- 
ably not permanent. 

Case 5, a man of 24, had headaches 
not definitely localized. He was hypopi- 
tuitary, had a primary optic atrophy, ex- 
tremely small pituitary fossa with an out- 
let almost bridged over, with roughened 
and thickened tips of the posterior 
clinoids. Form fields were normal in ex- 
tent, but there were large absolute scoto- 
mas for red in the upper temporal 


PITUITARY DISTURBANCE IN RELATION 
TO INFECTIONS. 


In addition to the history of various 
infections in many cases of this series, 
four cases gave evidence of infectious 
processes which seem to have had a defi- 
nite bearing upon their subsequent cere- 
bral symptoms. 

CasE 11, male, aged 53, had severe 
headache since an attack of influenza, 
some vertigo, mental dullness and irri- 
tability; smell was impaired and the 
hearing of the left ear defective. Spinal 
fluid showed + + globulin and 15 
lymphocytes, Wassermann negative. The 
discs were covered by a thin exudate; 
there was contraction of the upper 
temporal fields and enlargement of the 
right blind spot. An encephalitis follow- 
ing influenza was probably the cause of 
his symptoms. 
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Case 36, male, aged 38, had headache, 
vertigo and tinnitus. Fundi were nor- 
mal; fields showed upper temporal con- 
traction. X-ray showed an abnormally 
large pituitary fossa. Operation for 
right frontal and double ethmoidal sinu- 
itis resulted in relief of symptoms. 

CasE 24, male, aged 40, had dizziness, 
headache, diplopia and vomiting after an 
attack of influenza. X-ray showed a 
thick skull, and a very large and deep 
pituitary fossa with wide outlet and 
roughened tips of the anterior clinoid 
processes. Eyegrounds were normal. 
He had abscessed teeth and infected 
tonsils. Marked improvement followed 
cleaning up of the mouth infection and 
he refused tonsillectomy. Seven months 
later he grew worse, had severe head- 
ache and attacks of rigidity and aphasia; 
vomiting, at times projectile. Fields now 
showed upper temporal slants for red 
and an enlarged blind spot in the left. 
Tonsillectomy was performed, with re- 
lief of symptoms for a time. He prob- 
ably has a tumor. 

CasE 6, male, aged 35, had dizziness, 
nausea and headache. His right eye was 
amblyopic, the left had a normal fundus 
but upper temporal limitation of the field. 
Barany tests indicated a lesion of the 
left vestibular apparatus, which was 
thought to be of toxic origin, probably 
due to infected tonsils. No evidence of 
increased intracranial pressure or 
acoustic tumor was found. 

Two of these cases showed symptoms 
following influenza, and one gave con- 
siderable evidence in favor of encephali- 
tis. Three had definite infections, in one 
sinuitis, in one infected tonsils and 
teeth, in one infected tonsils. One case 
appeared to be entirely relieved by re 
moval of infection, and another tempo- 
rarily relieved by extraction of bad teeth, 
and again relieved by tonsillectomy, tho 
it is believed that he has a tumor. All 
four showed perimetric evidence of pres- 
sure upon the chiasm. 

It seems quite certain that an en- 
cephalitis can attack the pituitary gland, 
and a meningitis about the chiasm can 
produce pressure giving rise to bitempo- 
ral contraction of the visual fields. The 
relation of pituitary enlargement to re- 
mote infections is not so definite, but it 
is reasonable to suppose that bacteria or 


toxins in the circulation may cause dis- 
turbance of this gland, just as infected 
tonsils produce thyroid disturbance. 


HYPERPITUITARISM 


Overfunction of the pituitary gland js 
generally accepted as the cause of giant- 
ism and of acromegaly. Normal individ- 
uals exhibiting excessive growth in child- 
hood are giants ; individuals who develop 
excessive growth of the acral parts after 
adolescence are acromegalic. While such 
cases eventually suffer from a pituitary 
deficiency, they may present chiefly the 
evidences of excessive pituitary function, 
especially if seen in early life. 

Three cases im this series are strik- 
ingly hyperpituitary. 

Case 29, was a boy of 16 who suffered 
from pituitary headaches at the age of 
13, and petit mal attacks at 15. His hands 
and feet had grown rapidly, his hair was 
coarse, genitals large, and head acromeg- 
alic. A beginning hypopituitary state 
was suggested by dry skin, low blood 
pressure, and low blood sugar. Fields 
indicated pressure upon the chiasm. He 
was mentally retarded, ill tempered, had 
a stuttering speech, and showed marked 
vasomotor instability. X-ray of the 
head was normal and a primary pitui- 
tary tumor was not believed to exist, but 
rather a neighborhood tumor with sec- 
ondary functional pituitary changes. 
Operation was refused and the diagnosis 
could not be verified. 

Case 13, aged 27, illustrates giantism; 
he was 76 inches in height, most of his 
growth taking place between 12 and 16 
years of age, with no increase in size of 
hands and feet in recent years. He ex- 
hibited a profound psychasthenia and had 
periodic “blank” spells like petit mal. 
X-ray showed calcification in the pineal 
region, but no abnormality of the sella 
turcica. Fields showed peripheral rela- 
tive scotoma and a homonymous upper 
right quadrant anopsia. 

CasE 20, was a woman of 35, with a 
history of many neurotic symptoms since 
sustaining a head injury at the age of 15. 
She had! been excessively fat from the 
15th to the 20th year, had a acromegalic 
head, very long fingers and toes with 
clubbed extremities, masculine distribu- 
tion of hair, excessive pigmentation and 
beard, normal sugar tolerance. Spinal 
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quid showed + + + + Wassermann 
and + + globulin. Fields indicated 
ressure upon the chiasm. 

She was given 6 doses of salvarsan, 
but did not return for further treatment, 
and writes that she is no better. 

These hyperpituitary cases did not 
show abnormal sellae upon X-ray exam- 
ination. It is obviously possible for de- 
parture from a normal pituitary secre- 
tion to occur without great swelling of 
the gland which would affect the sur- 


LEFT 


to be directly attacked by syphilis, as has 
been shown in microscopic sections of 
the gland. Several writers have linked 
the Froelich syndrome with hereditary 
syphilis. Cushing’ has described a gum- 
ma of the pituitary body. De Schweinitz® 
has reported cases in which actual luetic 
disease of the pituitary was highly prob- 
able, and treatment directed thereto was 
effectual. Calhoun® and Key’ have each 
recently reported a case similarly inter- 
preted. 


RIGHT 


Fig. 4. 


rounding walls, and also possible for a 
pituitary body to exhibit malfunction 
without being primarily subjected to an 
abnormal bony environment. Indeed, 
the important thing is to recognize 
slighter pituitary derangements. If our 
conception of pituitary disease is limited 
to the extreme examples of giantism, 
acromegaly and the Froelich syndrome, 
we shall fail to recognize this class of 
disease in time to prevent serious damage 
to vision and health. 


CEREBRAL SYPHILIS. 


Disturbances in the cranial cavity 
caused by syphilis may produce sec- 
ondary pressure effects upon the optic 
chiasm. Indeed, a basal meningitis or 
gummatous formation in the meninges in 
the region of the chiasin is a frequent 
form of cerebral syphilis, and bitemporal 
limitation is the most frequent form of 
visual field defect in cerebral syphilis. It 
is possible, also, for the pituitary body 


Illustrating upper temporal scotomas in a case of pituitary headache. White and red fields. 


Two cases in this series suffered from 
cerebral syphilis and gave evidence of 
damage to the chiasm. 

Case 20, has been described as an ex- . 
ample of acromegaly. Her complaint 
dated from an injury at the age of 15, 
when she fell on the ice and was in a 
dazed condition for several days. She 
had + + + + spinal fluid Wassermann. 
There were bitemporal contraction of the 
form fields with decided upper tempo- 
ral slants for red, a large relative 
scotoma for white in the left upper tem- 
poral quadrant, and enlarged blind spots. 

Case 2, a man of 33, sustained a severe 
injury in the right temple from the kick 
of a mule 12 years previously. He has 
had severe headaches, unconsciousness, 
and emotional upsets when he threatened 
suicide. Spinal fluid was under in- 
creased pressure, with a + + + + 
Wassermann. Unsteadiness of gait and 
double ptosis of the lids had occurred. 
The pituitary fossa was bridged over by 
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bone and a calcified, round body, 3mm. 
in diameter, protruded up from the floor 
of the sella. One eye was amblyopic and 
divergent; the field of the other eye was 
contracted, chiefly in the temporal half 
with a marked upper temporal slant for 
red. On several occasions headache was 
relieved by spinal puncture. In Nov. 
1919, a right subtemporal decompression 
was done by Dr. Coleman. A pachymen- 
ingitis with increased cerebrospinal fluid 
was found. Relief followed operation. 
Central vision of the good eye has been 
as low as 5/15, but was normal in May 
1922, tho the temporal field con- 
tracted further, passing thru a stage 
of recovery of the upper quadrant with 
large scotoma in the lower quadrant, and 
finally becoming narrowed to 20° for 
white and 5° for red. Apparently pres- 
sure upon the chiasm from below was re- 
lieved for a time, but pressure from 
above was increased. 

It is not possible to say whether the 
pituitary body in these cases was the site 
of a syphilitic infection. The first case 
gave very positive evidence of a hyper- 
function of the pituitary in addition to 
cerebral syphilis. Both cases showed the 
mental disturbance so frequent in cere- 
bral syphilis, being despondent, one very 
morose, the other contemplating suicide. 
Both suffered head injury, and in the 
second case the findings upon operation 
at the site of trauma may be attributed 
to the injury as well as to syphilis. 
Whether the peculiar bony formation of 
the sella turcica in the second case was 
the result of trauma or represents a 
syphilitic bone disease, or is not related to 
either, is an interesting question. The 
connection between trauma and cerebral 
syphilis, and between trauma and pitui- 
tary disease, will bear further investiga- 
tion. Cushing’s reference to such injury 
as the precursor of epilepsy and pituitary 
disorder has been quoted; the frequent 
history of severe trauma in brain tumors 
is well known; the coincidence of slight 
trauma with the onset of interstitial 
keratitis has been noted in a considerable 
number of cases. By analogy, one thinks 
of the frequent advent of tuberculous 
bone and joint disease after injury in 
childhood. 

HYDROCEPHALUS. 


Two cases of this series illustrate the 


effect of internal hydrocephalus upon the 


optic chiasm. The fields differed from 
the most common fields of pituitary en- 
largement, in that the upper temporal 
quadrants were not more contracted then 
the lower. The eyegrounds likewise 
showed a condition different from the 
choked disc of increased intracranial] 
pressure and the primary optic atrophy 
of pituitary pressure. 

Case 31, complained of despondency 
and fainting attacks. She was mentally 
subnormal, obese and suffered from 
headache. Blood pressure and metabo- 
lism were low and she was drowsy. 
Ventriculography showed internal hydro- 
cephalus; X-ray showed a greatly en- 
larged sella, with erosion of the floor. 
Fields showed bilateral temporal contrac- 
tion. Occipital decompression, with 
breaking up of adhesions which closed 
the foramen of Magendie, gave marked 
relief of symptoms which has continued 
for 7 months. The discs in this case 
were covered by a small amount of exu- 
date, obscuring the edges; but there was 
no swelling. The retinal vessels were 
very tortuous and the veins flattened by 
arteries at the crossings. Central vision 
was not greatly impaired. The discs 
were practically normal 5 months after 
operation and the fields wider, with no 
disproportionate limitation of the tempo- 
ral halves. 

CasE 37, was one of communicating 
hydrocephalus, with enormous ventricles 
and extremely thin cortex, with large 
flattened sella and absorption of the 
posterior clinoids. Vision was greatly 
reduced, fields very narrow, with greater 
limitation in the temporal halves. The 
discs were covered by a thin exudate 
which did not entirely fill in the physi- 
ologic cups; there was a high degree of 
vascular sclerosis, the retinal arteries be- 
ing of the “silver-wire” type in the right; 
there was also a disseminated pigmenta- 
tion in the retina and one spot of chor- 
oidal atrophy. Autopsy showed a chiasm 
compressed to the form of a broad flat 
ribbon. 

The eyegrounds in these two cases, 
both young women, suggested a syphilitic 
infection which was not present. There 
is no evidence of actual choked disc hav- 
ing existed. Long standing increased in- 
tracranial pressure, with choked disc, 
could scarcely have left almost normal 
visual acuity as exists in the first case; 
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and blindness in the second is explained 
by the tremendous pressure upon the 
chiasm, rather than by an atrophy sec- 
ondary to choked disc. It seems prob- 
able that some degree of mechanical ob- 
struction is exercised in a hydrocephalus, 
bringing about a proliferation and subse- 
quent organization of glial tissue on the 
discs and damage to the retinal blood- 
vessels; but downward pressure of the 
third ventricle may compress the optic 
sheath in time to prevent a high grade 
of papilledema; thus a picture is pre- 
sented in the eyegrounds intermediate 
between a papilledema and a primary 
atrophy, and differing also from the optic 
neuritis of an infectious process. 

A third case, No. 5, had eyegrounds 
interpreted as the result of choked discs, 
but the elevation was not high at any 
time during the several years when he 
was under observation, and good vision 
was preserved. He was definitely hydro- 
cephalic, and presented the Froelich 
syndrome. While his discs were more 
altered than those of the other two cases 
of hydrocephalus, they occupy an inter- 
mediate position between the _ typical 
pituitary discs and those of brain tumor. 

A fourth case, No. 8, had exudates on 
the discs flush with the retina, with en- 
gorged, tortuous veins and very narrow 
arteries. Fields showed bitemporal con- 
traction which was at times greater in 
the upper quadrants. Relief was ob- 
tained temporarily by spinal punctures 
and twice for long periods by decom- 
pression. Ultimately normal vision was 
retained in one eye while the other was 
lost from secondary atrophy. A tumor 
is suspected in this case. 

Uhthoff’s® series showed only 2.2% of 
choked disc in internal hydrocephalus ; 
but there is generally some blurring or 
slight swelling of the discs with subse- 
quent atrophy, or primary atrophy. It 
may be going too far to say that there is 
an eyeground characteristic of hydro- 
cephalus, but the impression has been 
gained that the picture above described 
is of value in differentiating hydro- 
cephalus from brain tumor. 


TUMORS. 

Six cases of this series were believed 
to have tumors. Five had headache, 
nausea and vomiting. Four had X-ray 
evidence of tumor. All six cases showed 


fields characteristic of pressure upon the 
chiasm. One was verified by operation, 
a pituitary cyst being evacuated. One 
has had two decompressions with relief 
of symptoms each time, and preservation 
of vision of one eye with loss of the 
other. Pituitary tumor was positively 
excluded in this case, but a tumor else- 
where is suspected. The other four 
have not come to operation, one having 
been relieved for the time being by pitu- 
itary feeding, and one by the removal of 
infected teeth and tonsils. One case is 
epileptic, and one, believed to have a 
neighborhood tumor, refuses operation. 

The question of surgery in this type of 
case is a difficult one. It is probable that 
all four cases would have a better pros- 
pect for the future if operation were 
performed before permanent damage is 
done to important structures; but the 
symptoms have not been urgent enough 
to make them consent, nor to make their 
advisors insist. 

CONCLUSIONS. 

A critical study of the forty cases in 
this series suggests some practical con- 
clusions. 

The optic chiasm occupies a vulnerable 
position, with its bony environment and 
close proximity to the pituitary body, 
third ventricle, and the base of the brain 
with its meningeal covering. The pecu- 
liar distribution of visual fibers, in the 
chiasm and tracts immediately posterior 
to it, allows characteristic changes in the 
fields of vision. It seems that bitemporal - 
limitation of the fields is more frequent 
than we have believed in the past. Pres- 
sure effects upon the chiasm, not due 
primarily or solely to pituitary disease, 
deserve attention. Other structures in 
this locality contribute to damage to 
vision. 

In addition to the recognized value of 
perimetry in brain disease, more atten- 
tion should be given to this aid in the 
early diagnosis of slighter disorders sit- 
uated in the region of the chiasm and 
also remote therefrom but exerting sec- 
ondary effects thru the intervention of 
hydrocephalus. 

The use of large test objects alone 
fails to bring out the slighter contractions 
of the fields which are important in the 
early stages of diseases which damage 
the optic nerve. The picture of bitempo- 
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ral hemianopsia elicited with a 10 mm. 
‘ white test object is of about the same 
value as the picture of a full-blown al- 
buminuric retinitis in an advanced and 
hopeless nephritis. We should be much 
more concerned with the evidence of 
slighter alteration in the upper temporal 
quadrants ; as we are to-day more inter- 
ested in the earliest changes in the eye- 
grounds, manifesting slight damage to 
the retinal circulation in beginning 
cardiovascular renal _ disorders, 
Smaller test objects reveal tendencies 
towards bitemporal hemianopsia. Cush- 
ing’s and Walker’s emphasis upon this 
point is well justified. I doubt very 
much if ophthalmologists will be dis- 
posed to abandon the use of colored test 
objects in favor of minute white ob- 
jects, but several cases in this series 
show not only similar results with 
smaller white and larger colored discs, 
but even more information in regard to 
slight limitation of the temporal fields 
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obtained by using minute white discs, 4 
limited experience in this respect om. 
gests that Walker’s method occasionall, 
gives information not obtained by the = 
of colored test objects. 

_ Enlargement of the blind spots, rela- 
tive scotomata in the upper temporal 
fields, and blurred temporal peripheries 
in which a large white disc is not recog- 
nized as white, but merely as a moving 
object, have been of sufficiently frequent 
occurrence in this series to warrant spe- 
cial mention. The last of these was 
noted many years ago. Wilbrand?® re- 
ferred to large zones of “deadened per- 
ception” in the temporal fields during the 
development and recovery from tempo- 
ral heminanopsia. But little mention has 
been made of this phenomenon in recent 
years, tho it seems to be a fairly fre- 
quent occurrence, ranking with upper 
temporal slants for red and upper tem- 
poral scotomata, as a precursor of tem- 
poral hemianopsia. 
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DETACHMENT OF THE RETINA IN A CASE OF PREGNANCY 
WITH NEPHRITIS. 


REATTACHMENT AND RESTORATION OF VISION. 


L. 


3ENEDIcT, M.D., Ropert D. Mussey, M.D. 


ROCHESTER, MINN. 


This is the joint report of a case, from the Section on Ophthalmology and the Section 


on Obstetrics of the Mayo Clinic. 
premature labor was induced. 


Because of edema of the retina and threatened loss of vision, 
In both eves, detachments of the retinas were found. These 


disappeared in about ten days and vision was gradually restored. 


Case.—Mrs. L. R. J., aged twenty- 
five years, primipara, of about seven and 
one-half months gestation, was referred 
to us by her family physician and entered 
the hospital August -22, 1922. At this 
time the systolic blood pressure was 168, 
the diastolic, 108, and the pulse, 74; 


edema was graded 2. There was a large 
amount of albumin in the urine, a few 
hyalin casts, red blood cells and pus cells. 
The edema had been present for several 
months, and after the fifth month the 
albumin in the urine had disappeared 
under treatment; it had reappeared about 
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ten days before the patient’s admittance 
to the hospital. Her general health pre- 
vious to her pregnancy had been good, 
altho for a few years she had been 
somewhat overweight. Her tonsils had 
been removed in 1909 and a fibrous ton- 
sillar tag removed in 1919. Examination 
of the eyes January 26, 1918 showed: 
right eye sphere —.3/ cylinder +.75 
ax 90, vision 6/5; left eye sphere —.37 
= cylinder —.75 ax 90, vision 6/5. 
Fundi and visual fields were normal. 

On admittance to the hospital the pa- 
tient was given saline catharsis and 
placed on a nonprotein, salt free diet with 
fluids limited to 1000 c.c. For two days 
her blood pressure was lower, but rose 
again and remained high. August 22 the 
first symptom of ocular disorder ap- 
peared as a small dark spot in the upper 
nasal quadrant of the visual field of the 
right eye. [*xamination of the eyes 
showed the left pupil slightly larger than 
the right, pupillary reflexes normal, and 
visual fields normal to rough test. The 
fundi appeared to be normal with the ex- 
ception of a barely noticeable contrac- 
tion of the retinal arteries. August 25, 
a small area of retinal edema was noted 
in the lower temporal quadrant of the 
right eye, with a few small, pale, dart 
shaped areas scattered in the choroid on 
both the nasal and temporal sides. There 
were no such areas in the left eye. The 
discs and retinal vessels were normal. 
There were no hemorrhages or exudates 
in the retina. Marked contraction of the 
nasal field reduced vision to inability to 
count fingers in that direction. 

August 26, massive retinal edema was 
present in the temporal half of the right 
eye, with what appeared to be early de- 
tachment along the inferior temporal 
vein far in the periphery. There were 
many more of the small pale areas in the 
choroid scattered around the fundus, the 
disc was normal, there were no hemor- 
rhages or exudates, and the nasal field 
was more contracted. In the left eye the 
media were clear and the disc was 
normal. There were, however, several 
spots in the choroid, more numerous on 
the temporal side, similar to those pre- 
ceding the detachment in the right eye. 
There were no marked vascular changes, 
hemorrhages, or exudates. The field was 
not contracted. 


August 27, the retinal edema in the 
right eye was generalized, but most 
marked in the temporal half of the 
fundus. The choroidal spots disap- 
peared as the edema of the retina in- 
creased. In the left eye, the lower tem- 
poral quadrant of the retina showed be- 
ginning edema. The choroidal spots 
were more numerous and were spread- 
ing to the nasal side. In both eyes the 
discs were still normal and there were no 
hemorrhages or exudates. On the fifth 
day, August 26, when the marked re- 
tinal edema had developed, the patient 
was given 60 cc. of castor oil following 
gastric lavage. This failed to induce 
labor and on August 27, because of 
threatened loss of vision, Dr. Mussey in- 
troduced a Number 3 Vorhees bag into 
the lower uterine segment. This initiated 
contractions and a boy weighing 4 
pounds and 2 ounces was deliveted fif- 
teen hours later. The child was healthy 
and has gained steadily in weight. 

August 28 there were lobulated de- 
tachments of the retina in the lower por- 
tion of the fundi in both eyes, and in 
the temporal quadrant of the right eye, 
with massive edema of the retina in the 
temporal quadrant of the left eye. The 
other areas of the retina in both eyes 
showed less edema and the pale chor- 
oidal spots were less numerous and 
noticeable. Vision of the right eye was 
reduced to inability to count fingers, and 
in the left eye to almost the same ex- 
tent. The right field was greatly con- 
tracted in the superior and nasal sides; 
the left field was good for large objects. 

August 29, the retinal detachments 
were less elevated. The vision began to 
improve and the visual fields to widen. 
The detachment in the right eye had 
reached to within 1.5 disc diameter of the 
disc margin, while in the left eye it was 
within 4 disc diameters of the margin. 

August 30. there had been a definite 
subsidence of the edema. The upper 
part of both retinas was clearer, so that 
the choroidal spots could again be seen. 
The detachment in the right eye had re- 
ceded more than in the left. 

September 4, there had been a steady 
subsidence of the edema. The retina had 
become reattached in the left eye and 
also in the right eye except far in the 
periphery of the lower quadrant. Con- 
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siderable edema of the retina was still the same lens, with the exception of the 
present, but the vision and visual fields lower temporal quadrant of the right eye 
showed great improvement. The patient September 17, the edema of the retina 
could count fingers readily with the left had entirely disappeared. Scattered 
eye, but with great difficulty with the around the fundus were pigmentary Th 
right eye. Pigment changes were ap- areas corresponding to the size and loca- ” 
pearing in the regions that had before tion of the pale spots that preceded the 
been occupied by the pale spots in the detachment, and were more numeroys mi 
choroid, which seemed to indicate that in the visible portions of the choroid 
choroidal degeneration was taking place when the detachment was _ greatest, “a 
and that the pigment change was the di- They were present, moreover, in areas ob 
rect result of that degeneration. where the retina had not been detached, be 
September 5, the retinas had become but showed only massive edema. The ca 
reattached altho there was still slight — “en pe unchanged. a 
edema. In the left eye there was a dif- systolic 
ference of level of less than one diopter “thi diastolic 
in the various portions of the fundus, catharsis 
while in the right there was still a dif- 
f sweating, the patient’s general condition 
5 diop € visual gradually improved until she was ap: 
as Wis Cee greatly. parently well September 22, with a 
September 9, vision in the right eye systolic blood pressure of 120, diastolic , 
was 20/80; in the left, 20/40. The of &, anda very faint trace of albumin 
edema had practically disappeared so in the urine. October 30, vision with - 
that all of both fundi could be seen with correction was 20/33 in each eye. 
TABLE SHOWING DAILY CONDITIONS ; 
Blood » Sl 
|pressure | Urine 
| 
— ati gis 
= 2 = > 33 Examination of fundus 
8-22 | 168 | 108 | 64] 1.017 | 3| Acid | 38 | 2[Negative. wi 
8-23 | 144 | 104 | 64 | 1.019 | 3 | Acid | | | 2\Negative. eenenonits in 
8-24 | 124 | 88 | 74 | 
8-25 | 170 | 108 | 74 | 1.033 | 4 | Acid Slight edema of right eye. 
8-26 | 174 | 104 | 74 | 1.020 | 3 | Acid 50 | 38 | |Massive edema of right eye; spots on left eye. a! 
8-27 | 182 | 108 | 66 | 50 |__| _2)Massive edema of both eyes. d 
8-28 | 144 | 98 | 90 | | | l 1/Lobulated detachment of both eyes; vision, counts b 
8-29 | 152 | 100 | 88 |.1.015|3| ||| |Edema seceding. b 
8-30 | 138 | 98 | 80] Alkaline | | |_ Detachment receding. f 
8-31 | 136 | 94| 80|1.011|2|Acid | | || b 
9-1 | 112 | 96 | 88 | 1.012 | 2 | Neutral |__| _|Detachment receding. 
9-5 | 128 | 88| 80/1.016|/2] _ |_| |Retina reattached. d 
9-6 | 130] 88 | 72 | | | 
9-8 | 120] 88 | 92 | 
9-10 | 116 | 86 | 86 | [| | | 30| |Slight edema of right eye; edema gone from left eye. f 
9-22 | 120 | 84 | 78 | 1.019 | 1 | Alkaline | 50 | 32 | |Edema gone; vision in both eyes 20/33. V 
f 
\ 
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QUININ AMBLYOPIA. 
Joun N. Evans, M.D. 


BROOKLYN, N. Y. 


This is the report of a case in which the quinin was taken 
grounds were watched and progressive changes, exudates and contraction of the 


he eye 2 
—- followed to the ultimate condition. 


Case.—J. C. White, 70 years, male, 
mill hand. 

History—Distant vision good, can 
make out small print, only parts of the 
object looked at can be seen. Has never 
been sick with the exception of an oc- 
casional attack of acute indigestion after 
a drinking bout. Denies venereal dis- 


= 
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Fig. 1. Right field of vision taken with a 5 mm. 
white object, at 10% inches and standardized illum- 
ination. Feb. 15, 1920. 


ease. Has never used tobacco or coffee, 
and takes but two cups of weak tea a 
day. Has always been a heavy user of 
beer; and goes on periodical whiskey de- 
bauches, lasting over periods of from a 
few days to a number of weeks. Has 
been accustomed to take quinin all his 
life, in three to six grain doses, not more 
than three or four times a day. (He evi- 
dently has no idiosyncrasy for the drug.) 

Present Trouble—Dec. 6th, 1919, the 
patient began drinking, very heavily, 
whiskey of good quality; and continued 
steadily until Dec. 21st. During this 
period he was never free from its ef- 
fects. While intoxicated he told his 
wife that he would stop drinking and 
take a bracer of quinin. He went to a 
cabinet, took down a bottle, and with the 
aid of water, swallowed its entire con- 


after prolonged alcoholism. 


tents. He is sure that the bottle was half 
full of two-grain quinin pills. It orig- 
inally contained one hundred. There- 


fore the dose taken was approximate one 
hundred grains of quinin sulphat. 

At ten o’clock that night, he went to 
bed and slept heavily thirteen hours. On 
awakening, his vision was so reduced that 


Right field of vision taken with a 5 mm. 


Fig, 2. 
red object at 10% inches, standardized illumination. 
(Central area only for green.) Feb. 15, 1920. 


he saw the sunlit windows only as a dim 
glow. He had no nausea, vomiting, diar- 
rhea, ringing in the ears, or deafness. 
His head ached slightly, but he in no way 
other than the blindness felt the effects 
of the quinin. He is sure no pills ap- 
peared in the stool twenty hours later— 
on his first effort at defecation. 

His vision gradually improved during 
the next four days, when he could make 
out, as shadowy forms, flower pots 
standing on the window sill ten feet 
away. In decreased illumination the ef- 
fect was utter darkness. The family 
physician was called as soon as the con- 
dition of the vision was discovered. He 
administered cathartics and had the pa- 
tient sweated. There had been no other 
treatment up to time of examination. 
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Examination, Feb. 14th, 1920.—The 
patient presents a rather energetic type 
for a man of his age and does not appear 
feeble. He is of medium height and 
rather slim build. He weighs one hun- 
dred and thirty-five pounds, tho he has 
lost about ten pounds since the onset of 
the present trouble. There is a moderate 
general arteriosclerosis. Blood pressure 
is 150/85. Urinalysis is negative. 

The external appearance of the eyes 
presents no change of note, except that 


Fig. 3. Right field of vision, outer boundary taken 
with a 5mm. white object, at 10% inches, standard- 
ized illumination. (Central area only for red and 
green). March 13, 1920. 


both pupils are slightly dilated, are 
somewhat oval in the vertical meridian, 
and react to light, tho not as promptly 
as would be expected even in a man of 
his age. His vision in both eyes is six- 
ninths with correcting glass of a plus 
5 sphere. 

The fundi of both eyes present the 
same picture. The nerveheads show a 
very slight uniform pallor over their en- 
tire area. The arteries may be slightly 
narrowed. The veins show an increase 
in caliber, which may be entirely relative 
tho they seem darker in color. 

A small artery coming towards the disc 
nasally and above in both eyes, shows a 
peculiar rectangular plaque as if there 
had been a stiffened spot of sclerosis on 
the vessel before it decreased in caliber, 
which was left with overhanging 
edges and rather sharp angles. There 
are also small, nearly round spots of a 
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soft creamy color, some with sharp, some 
with blurred edges scattered thru the en- 
tire fundus. (See Fig. 4). 

The sharp edged ones suggest an old 
choroiditis, but there is no pigment and 
they are not as light as would be ex. 
pected. The blurry edged ones suggest 
new formed exudate but are less ]ys- 
trous. The macula reflex cannot be 
made out and there is no suggestion of 
a “cherry-red spot.” 

The visual fields of both eyes show the 
same picture. There is a concentric con- 
traction for form which shows a rela- 
tive area approximately between the 
twentieth and_ thirtieth degrees. 
The field of good vision extends from 
the point of fixation to the twentieth de- 
gree. There is slightly more encroach- 
ment on the nasal side. The field for 
red is reduced to a nearly concentric 
area delimited by the five degree line, 
but there is a narrow relative area be- 
yond this reaching to the tenth degree. 
There is only central vision for green. 

Tangent screen (Duane’s) at sixty 
inches shows there is only an enlarge- 
ment of the field of five centimeters over 
the field when taken at thirty inches. 
Therefore it is very suggestive of the 
tubular type of field as sometime seen 
in hysteria. During the succeeding 
weeks there was a gradual change until 
the following picture presented one 
month later. 

Subjectively—The patient says that 
his vision does not seem to be worse. 
He feels well and his hearing seems as 
good as ever. He complains, however, 
that his hands and feet are always cold, 
a thing which never pertained before his 
present trouble. 

There are no changes noted from ex- 
ternal examination of the eye. The 
fields of vision have undergone no note- 
worthy change and central vision is the 
same as when first examined. The nerve- 
head still shows only slight pallor. The 
lamina cribrosa has at no time been visi- 
ble. Tho the edges of the disc showed 
sharp definition at the time of the first 
examination, they have gradually taken 
on a hazy and fuzzy appearance, but the 
border is still definable. A soft pink- 
ish veil seems to cover the entire fundus 
uniformly. It softens the outline of the 
structures without obscuring them suf- 
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fciently to seriously interfere with a 
study of their detail. The macula reflex 
cannot be made out, nor can any char- 
acteristic pathologic change be noted in 
that area. Fig. 5. 

The small disciform spots, previously 
seen thruout the fundus, have entirely 
faded from some areas and new ones 


The arteries, however, have gradually 
taken on the narrowed appearance and in 
places become thread like, then disappear, 
The peculiar feature of the case is the 
plaque like spots of exudate which ap- 
pear along the arteries. Those which 
were present at the first examination 
have lost their rectangular form and well 


Fig. 4 


seem to have developed in other places. 
The older ones show more sharply de- 
fined edges and in fading gradually pale 
over their entire surface, becoming 
shadowy and blend with the background 
of the choroid. The newer spots begin 
as soft fluffy blotches and are slightly 
lustrous and gradually take on the disc 
like form. The cycle seems to affect a 
group or small areas of them, rather than 
that individual ones appear and fade. 
The veins do not show marked changes 
tho they still seem congested and as they 
approach the discs narrow slightly. They 
show none of the peculiar plaque like 
exudates seen on the arteries. 


Condition of fundus when first seen showing changes in vessels and groups of retinal exudates. 


defined borders, and have become a dusty 
buff color. They are blurry in outline, 
more rounded in shape, and some of 
them have become almost the color of 
the underlying choroid. This makes them 
nearly invisible except where they ac- 
tually overlap the wall of a vessel. New 
spots are developing. They are of a 
light cream or white color, with quite a 
decided luster, but not as brilliant as a 
spot of fresh exudate usually is. Their 
outline is blurry, but they seem to be 
of a rectangular form. Later in the 
development of these spots they assume 
sharp edges and present a pallor which 
strongly suggests fibrous tissue or even 
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calcareous deposits. There can be no 
structural change, however, as_ they 
finally fade and disappear. These 
plaques seem to overlay the vessel and 
extend about it like a cuff on an arm. 
But this does not occur in every instance. 
In fact, im some instances they seem to 
be underneath or on the side so that the 


for a spot of exudate to be on a nar- 
rowed vessel, and all vessels do not nar- 
row distally to a spot. This may be due 
to the stage in the development of the 
exudate. The plaques and the disc like 
spots also appear on the nervehead 
where they seem more yellowish against 
the whiter nerve fibers. They were not 


Fig. 5. Intermediate appearance, showing contraction and interruption of arteries, and new spots visible 
in fundus. 


edges only appear, This picture possi- 
bly suggests that the process is in a small 
segment of the perivascular lymph space. 
The plaques vary somewhat in size, being 
in length from half to twice the diam- 
eter of the artery where they are located. 

An interesting phenomenon associated 
with the presence of the plaques is noted. 
Where one of them appears the artery is 
narrowed abruptly from the periphery, 
as if strangulation had occurred by 
contraction of the exudate. From this 
point of narrowing the vessel tapers 
gradually, becoming thread like and dis- 
appearing. It is not invariably the rule 


present here at the first examination but 
developed gradually. Fig 6. 

SPECIAL Pornts OF INTEREST.—The 
salt used was quinin sulphat. The ve- 
hicle in which it was taken was indirectly 
alcohol, as the patient had imbibed large 
quantities of whiskey immediately be- 
fore taking the drug. The method of 
administration was pill form, by mouth. 
The total amount of the drug retained 
in the system must have been large, as 
there were no pills found in the bowel 
movements, and there was no vomiting. 
The salt is twelve times more soluble 
in alcohol than in water, and the presence 
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of whiskey in the patient’s stomach prob- 
ably accounts for the rapid and complete 


absorption. 
The absence of other symptoms 1s very 


usual. 
The individual idiosyncrasy of the pa- 


tient does not seem to be a predisposing 


That an ounce and upward has been 
taken and not proved fatal may seem 
an excuse for carelessness. It is prob- 
able that there are many more cases of 
poisoning than we hear of, and anyone 
fully understanding the dangers will 
never prescribe over forty-five grains a 


Fig. 6. Final appearance of fundus showing great contraction of arteries and grouping sf spots. 


factor here. He had always been in the 
habit of taking three to six grain doses 
to “break up colds,” etc., and had never 
noticed disagreeable symptoms from 
quinin. The age and sex, which is more 
directly a question of weight, does not 
become a factor here as the size of the 
dose and other circumstances account for 
the results. 


day. It is realized that the plaques and 
peculiar spots of exudate may in no way 
have a direct or even indirect relation to 
the quinin poisoning, yet the rapid ab- 
sorption of such a large quantity of the 
drug may have made visible pathologic 
changes which may account for those 
vascular changes typical of this intoxica- 
tion. 
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IMMUNE REACTIONS OF THE LENS. 


Lupvic HEKTOEN, M.D. 


CHICAGO, ILL. 


This paper gives in abstract results of investigations made in the John McCormick | 
stitute for Infectious Diseases, Chicago. It indicates the general nature of organ specificity 
and absence of species specificity in the precipitin reactions of the crystalline lens Read 


before the Chicago Ophthalmological Society, Oct. 16, 1922. 


I wish to make an informal report on 
further work on immune reactions of the 
lens. In my former report'-* it was 
pointed out that the protein of the lens’ 
is organ-specific and not species-specific. 
I have studied the action of antilens rab- 
bit serum, produced by the injection of 
rabbits with beef, swine, sheep, horse, 
and human lens on a variety of lenses 
including besides those mentioned, dog, 
guinea pig, rabbit, rat, chicken, monkey, 
and certain fish lenses, as well as certain 
other tissues. Antiserum has been pro- 
duced also by injecting solution of fish 
lens (Menhaden), and its actions studied. 
The sum and substance of the observa- 
tions is that in the precipitin test the 
lens is organ-specific, and not species- 
specific; it is the one tissue of the eye 
that as a rule does not contain any spe- 
cies-specific elements, so far as indicated 
by the precipitin reaction. The fetal 
human lens may contain species-specific 
elements. By that I mean, elements that 
will react with antiserum produced by 
the injection of human serum in the rab- 
bits, and occasionally a cataractous lens 
may contain a little albumin. 

By relatively simple means the two 
globulins of the lens, alpha crystallin and 
beta crystallin, described by Morner, may 
be isolated, and by injections of the 


(See p. 319.) 


crystallins of beef lens, which is easily 
obtainable, Dr. K. Schulhof and I find 
that these two elements, alpha and beta 
crystallin, are immunologically distinct 
so far as the precipitin reaction goes : 
that is to say, serum against alpha crys- 
tallin reacts only with the alpha crystal- 
lin, and serum against beta crystallin 
reacts only with beta crystallin. By tests 
of lenses from various species with. anti- 
crystallin serums, we find that the organ- 
specificness of the lens is maintained. 
which fact means that the lens in gen- 
eral contains alpha and beta crystallins. 
As indicated in table 1, the mixing of 
alpha precipitin serum with a solution of 
alpha crystallin removes the alpha but not 
the beta precipitin, while mixing with 
beta solution has no effect; with beta 
precipitin serum, however, the effect is 
reversed. This result shows that alpha 
and beta crystallins are distinct sub- 
stances peculiar to the lens, which no 
doubt owes to them its organ-specific- 
ness. 

I have studied also the precipitin re- 
actions of the cataractous human lens. 
Dr. E. K. Findlay was kind enough to 
arrange so that I could obtain cataract- 
ous lenses from the Illinois Charitable 
Eye and Ear Infirmary. Altogether 
about fifty lenses with senile cataract 


Taste 1. CrysTALLin Precipitins 


Alpha Precipitin Serum 


Treated | 
Original 


4444 0 


Lens (Beef)...... 
Alpha Crystallin | | 

Beta Crystallin 

Lens (Human)... +4. 0 


Treated | 
with Alpha| with Beta 
Crystallin 


Beta Precipitin Serum 


Treated Treated 
with Alpha with Beta 
Crystallin Crystallin 


Original 


+++ | +4+4++ 


++++ 0 

++ 0 0 0 
0 ++ ++ 0 
++ ++ v 
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have been studied. The cataractous lens 
reacts practically almost as well with 
antilens serum as the normal lens. Im- 
munizing rabbits with solutions of cata- 
ractous lens, one can obtain as potent 
antilens serum as by injecting solutions 
of normal lens. Rabbits have been 1m- 
munized each with the solution of one 
particular lens, and I call such serum 
univalent as distinguished from serums 
produced by injecting solutions of a mix- 
ture of lenses which I call multivalent, 
but it has not proved possible to distin- 
guish in any way between the lens sub- 
stance from different cases of senile cata- 
ract by means of precipitin reactions 
with univalent antiserums. 

Dr. Schulhof and I also studied the 
reactions of the cataractous lens with the 
anticrystallin serums I spoke about, and 
we find that the cataractous lens appar- 
ently contains less alpha crystallin than 
beta crystallin, a result that corresponds 
with the results already obtained from 
chemical studies of the cataractous lens. 

The Figures (approximate only) in 
table 2 give highest dilutions of lens solu- 
tions giving precipitate with antiserums 
by contact method after one hour at 
room temperature. Similar results 
were obtained with 14 other cata- 
ractous lenses. 

We have made other experiments of 
more or less interest. We tried to pro- 
duce lens precipitins in the normal rab- 
bit by injecting solution of rabbit lens, 
but so far without positive results. We 
asked Dr. Davidson to remove the lens, 
thinking possibly the presence of the lens 
in some way might inhibit the formation 
of antibodies to the lens; but in lensless 
rabbits the injection of rabbit lens was 
also without any apparent effect. We 
then used rabbits that had previously 
been injected with other lenses, human 


TABLE 2. PrecipiITiNs ror HUMAN 

Anticataract 
Serum 

Multivalent 

Alpha Crystallin (Beef)....... 800 
Beta Crystallin (Beef)......... 8000 
8000 
Cataractous Lens .............. 8000 
Cataractous Lens .............. 4000 


Cataractous Lens ............+. 8000 


or beef lens, rabbits that had developed 
a marked high antilens precipitin curve 
and were now in the declining phase. In- 
jecting rabbits like that with solutions 
of rabbit lens, we were able to call forth 
a renewed production of precipitin for 
rabbit lens, as well as for all the other 
lenses that we were testing. It is inter- 
esting to note that there is something in 
the heterologous lens which starts the 
machinery of precipitin production, 
whereas the lens of the rabbit itself does 
not, so far as our experiments go, appear 
to have that power in the normal rabbit. 
In rabbits previously sensitized with 
foreign lens, however, the homologous 
lens may call forth precipitin production. 

The precipitin test is a highly reliable 
test, easily read; the result is clear be- 
cause it depends on the formation, or not, 
of a precipitate at the line of junction 
between the antiserum, the serum of the 
animal injected with lens solution, and 
the superimposed lens solution. The 
titer of the antiserum is determined by 
the highest dilution of the lens solution 
with which it forms a precipitate. If the 
dilution of lens of 1 to 10,000 is the 
highest that gives precipitate when it 
comes in contact with an antiserum, the 
titer of the serum is 10,000. 

Since my former report, a Japanese 
ophthalmologist, Professor R. Kodama’, 
has made a study in our laboratory of 
the anaphylactic reactions of eye tissues, 
using especially the eyes of the beef. 
The difficulty with the anaphylactic re- . 
action in work of this sort is to estimate 
correctly the minor manifestations of 
anaphylaxis. There is no difficulty in 
understanding the major reactions, the 
typical anaphylactic shock; but when we 
come to measure anaphylactic reaction by 
the fall in the temperature and the length 
of time it takes for the temperature to 


LENS, CATARACTOUS AND NORMAL 


Anticataract Anticataract | Antiserum for 
Serum Serum Normal Human 
Univalent Univalent Lens 
1600 64000 40000 
400 1600 800 
2000 64000 8000 
8000 32000 16000 
8000 32000 16000 
8000 16000 16000 
16000 128000 16000 
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return to normal, difficulty arises be- 
cause the guinea pig, the animal com- 
monly used for anaphylactic work, is 
very sensitive to all sorts of manipula- 
tions. Even the injection of normal 
salt solution into peritoneal cavity may 
reduce the temperature of a guinea pig, 
and Kodama found that extracts of all 
eye tissues are primarily toxic for the 
guinea pig. In degree of toxicity the 
order is as follows: lens, uveal pigment, 
retina, uveal tissue, cornea and 
vitreous. 

With due regard to the primary toxic 
effect of extracts of eye tissues, 
Kodama determined that so far as the 
anaphylactic reactions are concerned, 
there is no absolute organ-specificity 
of the eye tissues. He points out that 
as the eye tissues are embryologically 
and functionally related, this is hardly 
surprising. He found, however, 
marked differences in the range of the 
anaphylactic reaction of eye tissues. 
The lens was most limited, being near- 
ly organ-specific but not quite. It is, 
however, eye-specific by the anaphy- 
lactic reaction. If a guinea pig is sen- 
sitized by injection of lens, and then 
given an injection of beef serum, or 
vice versa, there is no reaction—the 
lens does not sensitize the guinea pig 
for beef serum and beef serum does 
not sensitize for lens—while the other 
tissues of the eye sensitize the guinea 
pig for lens injection, and lens injection 
sensitizes the guinea pig for some of 
other tissues of the eye, as shown in 
table 3. 

After the lens come the uvea, then the 
optic nerve, the retina, the cornea, and 
the vitreous, the cornea and vitreous 
being the least specific of any of the 
eye tissues, while the uvea, optic 


nerve, retina, cornea, and vitreous all 
sensitize the guinea pig for beef serum 
The lens is the only strictly eye-specif- 
ic tissues, so far as the anaphylactic 
reaction goes. One would expect this 
from what I have said with regards to 
the specificness of the precipitin reac- 
tions of the lens. 

‘On the basis of these results, Koda- 
ma emphasizes that in sympathetic 
ophthalmia we should not assign an 
exclusive role to the uveal pigment 
but recognize the possibility that other 
elements may play a part also. 

I have made a few observations on 
the precipitin reaction of uveal pig- 
ment and of cornea with results as fol- 
lows: If we inject a rabbit with ex- 
tract of beef cornea, there develops in 
the rabbit precipitin for extracts of 
beef cornea, for beef serum, for the 
vitreous and for extract of uvea, but 
not for lens; showing that the cornea 
is species-specific. Uveal pigment seems 
to give analogous results, the serum of 
rabbits injected with extract of bovine 
uveal pigment reacting in the experi- 
ments so far not only with the pigment 
but also with beef serum, with extracts 
of cornea, and with vitreous. In other 
words, while there may be organ-specific 
elements in the uvea, there are also pres- 
ent species-specific elements, hence the 
injection of a person with bovine uveal 
pigment may sensitize him to beef pro- 
teins in general. 

The study of the immunology of eye 
tissues is an extremely interesting 
field. Obviously in order to get a cor- 
rect and full conception of the immu- 
ologic reactions of eye tissues, it is 
necessary to use all available reactions 
—complement fixation, the precipitin 


Tue GENERAL ANAPHYLACTIC Errects OF Eye Tissues (BEEF) 


Intoxicating Injections 


TABLE 3. 

Sensitizing Vitreous 
Injections | Cornea | Lens | Body 
Lens ......... +++ 444 
Vitreous ...... ++++4 
Uven ++ +444 
Serum (Beef).' | 0 +++ 


| 


Retina Uvea | Opticus Serum 
TTT 0 0 0 
TTT 0 + 
0 +++ 
0 +++ TT +++ 
+++ ++ 
_+ | +++ 


0 = no reaction; + = mild reaction; ++ = medium strong reaction; +++ = severe reaction 
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test, anaphylactic reactions, cutaneous 
reactions. At present the clinical bear- 
ings of this kind of work seem to lie in 
the direction indicated by Elschnig, 
Woods‘, Verhoeff® and others. The 
possibility that certain proteins of the 


1. Hektoen, Ludvig. The specific precipitin 
1921, 77, p. 32. 


The specific precipitin reaction of the normal and cataractous lens, 


31, p. 72 
3. Kodama, R. 


human eye, by virtue of being quite 
different from the proteins of the 


‘blood, under certain conditions give 


rise to general reactions of the nature 
of self sensitization of the body, may 
be of great significance in ophthalmology. 


reaction of the lens. Jour. Am. Med. Assoc., 


Jour. Infect. Dis., 


Anaphylaxis produced by eye tissues. Jour. Infect. Dis., 1922, 30, p. 418. 


4. Woods, Alan C. Immune reactions following injuries to the uveal tract. Jour. Am. Med. 


Assoc., 1921, 77, p. 1317 (Oct. 22). 


nm 


Ophthalmol., 1922, 5, p. 700. 


Verhoeff, F. H. and Lemoine, A. N. Hypersensitiveness to lens proteins. 


Am. Jour. 


SOLARIZATION IN TRACHOMA. 


Joun WeEstey Wricut, M.D. 


COLUMBUS, OHIO. 


The method of treating trachoma by exposure to the concentrated rays of the sun, is 
here recommended and described. Such rays are more potent than those of the electric 
light, which may, however, be substituted when solar rays are not obtainable. The applica- 
tions include solar heat, which must not be applied in excess. They are especially valuable 
in the treatment of corneal ulcers that appear in this disease. 


Trachoma is a condition rather than 
a disease, the. effects of an inflamma- 
tory condition of the conjunctiva, 
which is evidenced in both contagious 
and noncontagious inflammations of 
this membrane. Altho ordinarily a 
communicable affection, no germ has 
been discovered that points definitely 
to its origin. 

Investigations by eminent authori- 
ties render the specificity of the cor- 
puscles, claimed by Greeff and others 
for trachoma, doubtful. These cor- 
puscles have been found in many other 
inflammatory conditions of the con- 
junctiva, such as blennorrhea neona- 
torum, spring catarrhal conjunctivitis, 
and other forms, independent of the 
etiology of the disease. For the rea- 
son that evidently no morbid agent of 
trachoma has been discovered that 
would help to indicate its treatment, a 
discussion of the very different and 
complex views of pathologists does not 
bring valuable results. 

It is certainly to be regretted that 
there is so much uncertainty as to the 
origin and nature of the changes found 
in trachoma. Something positive as to 
its cause would doubtless aid in its 
treatment, if not in its prevention. The 
distinction between follicular conjunc- 
tivitis and trachoma granules general- 


ly, if any, having never been _histo- 
logically determined, we are compelled 
to apply our treatment empirically. 

The prevalence of trachoma has in- 
creased to such an alarming extent in 
certain sections of this country, that 
all available means possible should be 
adopted to stay its progress. Its ori- 
gin is doubtless in densely populated 
and unsanitary communities, neverthe- 
less thru the many and diverse means 
of communication it has entered into 
those most hygienic. 

I am aware that it is generally re- 
garded that the diagnosis of trachoma 
presents little difficulty, but from my 
experience I am persuaded to the con- 
trary. Moreover, the chronic forms of 
conjunctivitis, the vernal, autumnal 
and the like, often result in similar 
complications to those of trachoma 
proper. 

It is conceded by those who have 
made searching studies of trachoma, 
that its virus is more sensitive to ex- 
ternal influences than the germs of 
other conjunctival affections. It stands 
to reason that communities of highly 
developed hygiene are not so liable to 
outbreaks of trachoma. It has been 
practically demonstrated that cleanli- 
ness, fresh air, regular habits and good 
diet are efficacious preventives of this 
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affection, and in its treatment most 
potent factors. 

Trachoma is usually so insidious in 
its progress, that for a long time the 
patient may not be aware of any affec- 
tion of the eyes until some complica- 
tion, as a corneal ulcer, develops. Then, 
in order to promote the treatment of 
the ulcer, the trachoma must receive 
attention. While our treatment is di- 
rected toward the preservation of the 
cornea, the conjunctiva must not be 
neglected, for when its functions are 
destroyed, the cornea must inevitably 
suffer. 

It must be admitted that severe 
treatment, as burning the conjunctiva 
with strong caustics, and lacerating it 
with rasps, sand paper, roller forceps, 
and the radical operation of the re- 
moval of the palpebral conjunctiva, the 
tarsus, or both, is not in favor as for- 
merly. It stands to reason that the in- 
tegrity of the conjunctiva must be 
maintained in order that the cornea 
may be left clear. When the cornea is 
lost, sight is lost. 

There is little doubt, if trachoma were 
discovered and given proper treatment 
in its incipiency, there would be a very 
noticable decrease in this affection. 
What may be considered but a slight 
conjunctivitis should not be neglected. 
Many of these cases considered as in- 
fectious probably are not, but in the 
contingency the most effective treat- 
ment possible should be administered 
in order to prevent it from becoming so. 

Very few cases of trachoma come to 
the oculist in their incipiency. He is 
not as usual consulted until there is a 
complication, generally a corneal ulcer 
accompanied by pain and more or less 
inflammatory action. The location and 
character of the ulcer and the extent of 
the conjunctival inflammation modify 
the treatment very much. 

Acting upon the principle that heat, 
light and dryness are among the most 
potent bactericides, I have installed 
them as therapeutic agents in the treat- 
ment of this affection, with decidedly 
encouraging results. Aside from the 
general treatment and the usual local 
applications to the ulcer and conjunc- 
tiva, I now apply concentrated light 
from the sun, when it is possible to do 
so; when not, the concentrated light 


from the electric bulb. I much prefer 
the former, but have had seemingly 
‘excellent results from the latter. [p- 
asmuch as the electric rays were syb- 
stituted when it was impossible to 
have those of the sun, and not ex. 
clusively in any case, their real value 
cannot be determined. Of the solar 
rays I am reasonably assured. 

Concentrated solar rays are decided- 
ly more potent than those of artificial 
light, especially where it is necessary 
to apply them to an ulcer, but it is im- 
possible to have sunshine at all visits 
of our patients; then we apply those 
from the electric light. 

Great care should be exercised in 
the employment of solar rays, that too 
much heat may not be applied. Its 
application to the back of the hand will 
indicate how long it will be safe to 
apply them to one spot, as the corneal 
ulcer. For the concentration of the 
rays I use a 10 or 12 D. convex lens. 
In the trachomatous lid every part of 
the granulated conjunctiva should be 
passed over slowly, not allowing them 
for any time to be confined to one spot. 
Particularly must the retrotarsal fold 
be subjected to the rays, but not the 
conjunctiva of the ball, as it does not 
become granulated. 

I can offer no theory as to the ac- 
tion of solar heat on_ trachoma; 
whether it is bactericidal, or if the 
stimulation of the conjunctival glands 
causes absorption of the granules; 
both probably are factors. But I know 
the granules disappear with very little 
reaction and without cicatrization of 
the conjunctiva. 

The application of the rays twice a 
week is usually sufficient. Rarely more 
than three applications have been 
found necessary to clear up an ulcer, 
and a half dozen to the granules, how- 
ever, it is occasionally necessary to 
make a few additional applications, 
especially to the ulcer. Ulcers in the 
course of trachoma are usually accom- 
panied with gray ragged edges. As 
soon as the ulcer presents a clear cut 
depression with a small leash of blood- 
vessels approaching it from the con- 
junctival margin, the rays may be dis- 
continued; and followed by occasional 
‘instillations of boric acid solution. 
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A SELF REGISTERING CAMPIMETER AND SCOTOMETER. 
Jesse \W. Downey, M.D. 


BALTIMORE, MD. 


This is the description of an instrument, which may be used at several different distances 


and at different positions. It is based on the 


The instrument, of which photo- 
graphs are here shown, con- 
structed some years ago, and has been 
found practical. I believe that it pre- 
sents some features which are unique, 
‘f not original, and that it is worthy of 


Fig. 1. Downey’s registering campimeter in_ primary 
graduated to indicate meridians. 


presentation. The possibilities and 
value of the instrument may be best 
described by reference to the photo- 
graphs and diagrams. 

Figure 1 is a photograph of the 
campimeter in the primary position. 
The campimeter (1) is 35 cm. in diam- 
eter; is covered with dull black velvet 
and is held on an are (90°) of a circle. 

A glance at Figure 2 will make a 
lengthy description unnecessary, as it 
will be immediately seen how the 
campimeter is mounted, and how it re- 
volves around the central axis (G). 

Figure 2 also shows the mechanism 


circular method of moving the test object. 


of the self recording device. By an ar- 
rangement of levers, similar to an in- 
strument in use for years to enlarge 
line drawings, one point may be made 
to move in a certain proportion to an- 
other point*. 


This principle has been 


position. 1. Field of dull black velvet. 2. Wheel 


F. Spring carrying registering point. 


utilized as follows: B is a set screw, 
carrying the test object, which 1s 
moved by a handle D, in a slot that ex- 
tends thru and from the center to the 
periphery of the campimeter. A is a 
pin mounted in an arm which moves 
as B is moved, but only one third the 
distance. At the center, A is exactly 
over B. 

The second part of the recording 


*Marks has made use of this same prin- 
ciple in his self recording scotometer recently 
described at the Section on Ophthalmology, 
Australian Medical Congress. 
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mechanism is also shown in Figure 2. 
F is a spring arm fitting loosely thru 
the axle G, and carrying the chart 
holder E. The chart holder E remains 
in one position at all times, except that 
it can be moved forward in the direc- 
tion of the arrows by pressure on F. 

Again referring’ to Figure 1, it will be 
readily understood that the examiner, 
with his hand behind the campimeter, 
may move the test object carrier, with 
the handle (D. Fig. 2) to any position 


DOWNEY 


fixation point arrangement is shown in 
the insert drawing in Fig. 1. My in. 
strument is constructed to be used at 
17 cm. in the primary position. This 
distance was chosen to correspond to 
the hand campimeter of Peter; such a 
campimeter, or scotometer, only has 
a limited usefulness. 

Bjerrum’s method of working out a 
field, or a scotoma, with a small test 
object at a relatively great distance, js 
often of much more service. 


Fig. 2. Registering perimeter. 1. Showing back of campimeter disc which carries a mechanism controlling 
motion of the registering point to correspond to movement of the test object. 


from the center to the periphery, and 
by revolving the campimeter, place it 
on any or all meridians. When he 
wishes to record a finding he pushes 
upon the spring arm (F), and the 
chart is moved forward and punctured 
by the pin A. The chart holder springs 
back to its original position when 
pressure is removed from F. 

The slot, on the face of the campi- 
meter, in which the test object moves, 
is very narrow; and by using a cover- 
ing of black velvet, the edges of the 
material falling together, makes its 
presence almost unnoticeable to the 
patient. The test objects are round 
headed pins, of various sizes and col- 
ors, which may be quickly placed or 
removed in the set screw carrier. The 


Figure 3 shows the campimeter in 
position to be used at 57 cm., this dis- 
tance being chosen as each centimeter 
on the campimeter is, for practical pur- 
poses, equal to 1°. In this position the 
instrument is most useful, in mapping 
out and charting small central and 
paracentral scotomata. 

The photograph (Fig. 3) shows how 
the table carrying the instrument may 
be lengthened without disturbing the 
patient. It will be readily understood 
that in markedly contracted fields the 
flexibility of this instrument offers a 
most reliable way of proving the size 
of the field, and an ideal way of demon- 
strating the “tubular field” of hysteri- 
cal patients. 

In figure 3 it will also be noted that 
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the arm H-J is pivoted at J, so that 
the whole campimeter can be swung 
to one side or the other. For example, 
the whole campimeter may be swung 
15° to the temporal side of the eye 
being examined; the central fixation 
oint of the campimeter will then lie 
within the “blind spot of Mariotte” 
if the eye is kept in a horizontal plane, 
and the latter is accomplished by 
swinging the fixation rod K-L into 
position. We then have a very ac- 


tion. After much thought it has 
seemed that a chart similar to the one 
used by Col. Elliot with his scotometer 
is best adapted; especially as my in- 
strument, so far as I know, is the only 
campimeter in which the circular method 
of Priestley Smith, as well as the radial 
method, can be made self recording. 

In charting scotomata and _ the 
“blind spot,” I have used plain paper 
and estimated their size in degrees, by 
their measurement in_ centimeters. 


Fig. 3. Showing manner in which the distance of the campimeter from the eye may be extended 


when the fiek 


1 is greatly contracted or the central part is to be more accurately tested. J is a pivot 


about which the arm H may be swung 15 degrees either way, to take parts of the field more removed 


from the fixation point. 


curate way of measuring and charting 
the “blind spot.” Again, referring to 
Fig. 2, it will be noted that the arm 
and recording pin can be swung out of 
the way; and with a recording pin in 
the back of the test object carrier B, 
the scotoma or “blind spot” can be 
charted, its actual size for the distance 
at which the examination is being 
made. 

Perhaps the most complicated fea- 
ture of the instrument is the question 
of charts, a different one being re- 
quired for each method of examina- 


The instrument being set at 57 cm. 
from the eye and the pin back of the 
test object (B) being used to record, 
each centimeter approximately equals 

Reference to Figures 2 or 3 will 
show that the face of the campimeter 
has been marked off in degrees by faint 
indentations in the velvet. With hand 
test objects and an assistant to chart, 
a field may be very quickly and ac- 
curately examined without a single 
movement of the instrument. 


The model here shown is very 
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rough and obviously the work of the 
author’s own hands for experimental 
purposes. It undoubtedly should be 
larger and many parts could be 
mechanically improved. Several years 


DOWNEY 


use of this particular instrument has 
proven it to be useful, so that it seems 
justifiable to describe it to the profession 
before attempting to have it constructed 
in an improved form. 


THE ETIOLOGY OF UVEITIS. 


Burton CHaANcE, M.D. 


PHILADELPHIA. 


This is a general review of the recent changes in our conception of uveitis and its causa- 


tion. Read before the Section on Eye, Ear, 


Nose and Throat Diseases of the Medical 


Society of the State of Pennsylvania, October, 1922. 


The term “Uveitis” will be used, in 
this discussion, to imply an inflamma- 
tory process in any part of the uveal 
tract. While it is convenient to de- 
scribe and classify iritis, cyclitis and 
choroiditis as separate diseases, in 
clinical practice, one must remember 
that each is a form of uveitis, and that 
there is likely to be accompanying it 
inflammation of other portions of the 
tract; it is, in effect, an endophthalmia. 
When inflammation seriously attacks 
one part of the uveal tract, other parts 
do not entirely escape, altho it does 
sometimes remain confined to the part 
first attacked. The particular affection 
with which this discussion is intended 
to deal commences, clinically, most 
usually in the iris and less commonly 
in the ciliary body, insidiously with lit- 
tle or no signs of inflammation, and 
continues indefinitely, even for months 
or years; or, in other cases, with severe 
signs of inflammation appearing late 
in the course. By some it is spoken of 
as iridocyclitis, and by others as 
“chronic uveitis.” 

The affection of the individual com- 
ponents of the uveal tract may be con- 
sidered as either primary, when the 
original site of the disease is in the iris 
or in the ciliary body; or, secondary, 
when an affection of neighboring parts 
has been transmitted to the iris or ciliary 
body, as in iritis with ulcer of the cor- 
nea. As far as our general information 
goes, every case of uveitis may be said 
to be of septic or of toxic origin, altho 
many cases of septic foci are not ac- 
companied by iritis. Indeed, the iris 
does not seem to be readily accessible to 


microbic invasion following injuries to 
distant parts of the body. 

The characteristic exudate in chronic 
uveitis is the deposit of true precipitates 
on the posterior surface of the cornea, 
in the aqueous and in the vitreous, con- 
sisting of circumscribed, compact, spheri- 
cal, cellular masses which enclose large 
nuclei. The cells may arise from the 
iris, the anterior portion of the ciliary 
body and possibly from the posterior 
portion. Pain may be absent when the 
choroid is the part chiefly affected, be- 
cause of the absence of the sensory 
nerves in that portion of the tract. The 
course of the disease varies from, in 
some, a single attack with early and com- 
plete recovery ; in others, as those of the 
“confirmed rheumatic habit,” who suffer 
exceedingly from one or more attacks 
every year, each attack leaves the eye in 
a worse state; while there are others in 
which the poison acts with malignant 
virulence; and others still, in which 
blindness in one eye or both immediately 
supervenes ; and still others which go on 
to destructive sympathetic ophthalmitis. 

The origin of the affection is either 
exogenous or endogenous. Altho, one 
must admit that even by the elaborate 
and illuminating methods of examination 
now available, some cases must be re- 
garded as nonbacterial in origin, with 
few exceptions, uveitis, or iridocyclitis, 
is not an isolated ocular disease, but de- 
pends for its development upon micro- 
organisms and their toxins. The symp- 


toms are the local manifestations 
of systemic infection, usually, and 
may be compared in their elemental 


aspects to the various connective tissue, 
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muscular and synovial membrane affec- 
tions. In general terms, as there is a 
roliferation of the ciliary epithelium, it 
is probable that the toxic principle acts 
on the surfaces of the iris and of the 
ciliary body. The poison, therefore, must 
be present in the aqueous humor which 
it has reached thru the blood stream, hav- 
ing been derived from the body fluids 
as the result of general or organic tis- 
sue disease. 

Chronic iridocyclitis, as comprehended 
by our definition, in my own experience, 
has been as uncommon during the first 
fifteen years of life as during extreme 
old age; it has been met most commonly 
between the twentieth and the fortieth 
years. It seems to be more common in 
young women, or in women of middle 
age or older, than in men. It is more 
than likely that climate has a distinct in- 
fluence as an exciting etiologic factor, 
as more cases have been reported from 
northern observers than by those in 
warmer regions, and more during damp 
seasons than in dry. 

The statistics of the frequency of pri- 
mary uveitis among all classes of ocular 
disease vary considerably, from one per 
cent to three per cent. In the great ma- 
jority of cases the infection is unilateral ; 
bilateral cases do occur, but commonly 
such instances are not synchronous in 
their onset. In my own experience, as 
my memory recalled case after case dur- 
ing the preparation of this essay, one eye 
only has been involved, even in the cases 
manifesting violent recurrences. 

We will not consider cases of iridocy- 
clitis resulting from a wound of the 
corneosclera, nor from the toxemia de- 
rived from such wounds; but those cases 
dependent upon certain of the infectious 
diseases, excluding tuberculosis and 
syphilis ; of certain internal areas of sup- 
puration and of certain disturbances of 
metabolism. As ascertained by modern 
diagnostic aids, the most important fac- 
tors tending to produce uveitis have been 
tuberculosis, syphilis, and gonorrhea; 
rheumatism, and gout, which are steadily 
being credited with a dependence upon 
focal infections ; the acute infectious dis- 
eases such as diphtheria, pneumonia, in- 
fluenza, epidemic meningitis, malaria, 
ete. 

The association of uveitis, of the type 


we are here considering, with acute 
rheumatic fever must be extremely rare, 
indeed it might be said to practically 
never occur, and yet the fact must not 
be overlooked that purulent matter, 
streptococci and staphylococcci, might, 
by metastasis, lodge in the globe. In the 
course of chronic rheumatism, poly- 
arthritis and more rarely, arthritis de- 
formans, iritis does not set in until after 
the rheumatic arthritis has existed for 
years. 

The etiologic connection between iritis, 
cyclitis, or iridochoroiditis and muscular 
rheumatism, the various types of myalgia 
and polyarthritis is of doubtful import- 
ance. It might seem wise, therefore, to 
discontinue the term “rheumatic” iritis, 
or iridocyclitis; and yet, as no satisfac- 
tory appellative has been suggested, it is 
recommended that the term be retained, 
because every one knows what is meant 
by its use. It is to be noted, however, 
that in recent years the search for focal 
infections thruout the body has been fol- 
lowed by such fruitful results, as to have 
greatly reduced the number of cases 
ascribed to rheumatism. The socalled 
rheumatoid forms of uveitis are mani- 
festations of a toxemia, the nature of 
which is not yet understood; and the 
symptoms are but a localized expression 
of the cause operating thruout the body. 

In regard to arthritis, or at least to 
arthritic pains, iritis may have been 
found associated, and it is to be noted 
that the association may be so marked 
that the increase in the joint symptoms 
and the excess of the iritis may occur 
synchronously. Doubtless the same cause 
which creates the joint affection gives 
rise to the uveitis, altho that cause has 
not yet been revealed; and, while there 
may be no visible evidence that these 
cases have been rheumatic, in my expe- 
rience they have reacted generally as 
well as locally to the benefits of the 
salicylates. Accordingly, it may be ac- 
cepted as true, that affections of the an- 
terior segment of the globe, occuring in 
the subjects of the various forms of 
polyarthritis and muscular rheumatism, 
are but additional manifestations of the 
same infection or toxemia which causes 
the muscular and fibrous tissue pains and 
lesions. On the other hand, in the ab- 
sence of definite knowledge concerning 
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the pathogenesis of rheumatism, a more 
explicit statement as to its causation 
cannot be made. Rheumatism and the 
rheumatoid diathesis are terms so loosely 
applied that all forms of septic absorp- 
tion have been called rheumatic. Just 
here it might be noted, that while a gen- 
eralized septic absorption from external 
necrosis is capable of producing iritis, it 
does not as a rule produce rheumatism. 
Gout.—It is rare that one nowadays 
sees the typical gout so frequently re- 
corded by the practitioners of previous 
generations. It is many a day since I 
have seen any of my elderly friends, rich 
or poor, in his easy chair, with his foot 
swathed in bandages and propped up on 
a special foot rest; one finds such extra- 
ordinary pieces of furniture deposited in 
museums of old-time things in increas- 
ing number. And yet the idea is held 
by practitioners of wide private expe- 
rience, that there is some relation exist- 
ing between bodily gout and the various 
affections of the uveal tract, with which 
the victims of that disease are sometimes 
seized. Nevertheless, because of the 
mysteriousness of gout, thinking men are 
inclined to believe that that which has 
caused the general disease is at the bot- 
tom of the affection of the eye also. Still 
it remains in the minds of many that 
iridocyclitis in the gouty, might be 
caused, in all likelihood, by, or at least 
be associated with, the defective nitrog- 
enous metabolism which underlies govt. 
CAUSATION OF RHEUMATISM AND 
Gout.—It is rare that one nowadays 
gout are produced by infection, rather 
than by the malassimilation of protein 
compounds from the food, from which 
uric acid is produced, has been gaining 
ground in the minds of pathologists. Be- 
sides the fact that uric acid is a normal 
constituent of the blood, it has been as- 
certained that the amount is but slightly 
increased during gout; the deposition of 
it does not take place until after inflam- 
mation, the result of infection with its 
attendant toxins, has occurred.  In- 
stances have been observed of recovery 
from typical gout, often of long dura- 
tion, consequent to the removal of foci 
of infection as in the teeth and tonsils. 
So also in rheumatism, bacteria from a 
focus of infection are disseminated thru- 
out the body in the blood stream, clumps 
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of which block the small vessels about 
the joints; the joints themselves and the 
surrounding tissues being involved, to 
greater or less degree, according to the 
degree of infection and the virulence of 
the organisms. Such conditions inter. 
fere with the local blood supply and the 
nutrition of the infected tissues, and the 
conditions may be aggravated by general 
malnutrition and loss of tone in the cir- 
culatory system. Such, therefore, may 
be the case when the circulation in the 
region of the angle at the corneosclera js 
involved. The effect of colchicum, a 
remedy which has stood the test of the 
ages, is not so much that of a specific, 
as it is that of an accelerator of the cir- 
culation, and thru the action of that 
valuable remedy infection is combated 
because of the increase of white blood 
cells which are thus brought to the parts 
affected. 

Be all this as it may, we know of men, 
and women too, of the full habit, and 
commonly beyond forty years of age, 
who rather enjoy telling us that they are 
gouty, as were their fathers before them, 
who, after a period of unusual eyestrain, 
or after receiving a slight traumatism, 
are attacked acutely by the old fashioned 
“hot eye.” Such cases should always be 
kept under observation, and it is good 
practice to remind the individuals that 
they are “gouty” and insist on their re- 
porting at short intervals for the review- 
ing of their refraction. And, I need not 
before this audience dwell long on the 
thought of the association of glaucoma 
with gout. 

GONORRHEA.—Many of the cases ordi- 
narily classified as rheumatic are in real- 
ity gonorrheal. The iritis commonly 
seen in young persons and in early adult 
life is in many cases dependent upon the 
gonococcus. One should always bear in 
mind the possibility of such a cause in 
the cases of chronic insidious uveitis as 
it occurs in women; and, it would be well 
to regard relapses of acute serous iritis 
as attributable to genital blennorrhea, 
even in persons who have not presented 
such a history. Gonorrheal iritis is prob- 
ably not as frequent in private as in hos- 
pita! practice, yet, because of the extra- 
ordinary vitality of the gonococcus, 
which enables it to generate toxins long 
after the blennorrhea has subsided, it 1s 


|| 

like 

uve 

An 

ben 

and 

doe 

tive 

sub 

tim 

be 

| 

| fus 

| thre 

ing 

unc 

| 

ove 

acc 

rio! 

orh 

| cor 

| can 
fac 

to 

a! 

anc 

cal 

cer 

po 

clit 

| to 

wa 

re 

cl 

tio 

cre 

inf 

| tio 

fre 

rez 

tio 

en 

| 
| 
| iri 
ev 
ar 

wl 

me 

m 

fla 

th 


ls about 
and the 
ved, to 
to the 
lence of 
S inter- 
and the 
and the 
general 
the cir- 
re, May 
| the 
clera js 
cum, a 
of the 
specific, 
the cir- 
f that 
mbated 
blood 
€ parts 


f men, 
it, and 
f age, 
ey are 
them, 
‘strain, 
latism, 
hioned 
ays be 

good 
s that 
re- 
eview- 
ed not 
mn the 
1coma 


 ordi- 
real- 
monly 
adult 
mn the 
sar in 
ise in 
tis as 
> well 
iritis 
rhea, 
ented 
prob- 
hos- 
xtra- 
ccus, 
long 
it is 


ETIOLOGY OF UVEITIS 


at careful search in any baffling 
will yield a greater number. 
And, such cases of iritis might be greatly 
penefited by the treatment of the urethra 
and other mucous surfaces. ; 

The involvement of the uveal tissues 
does not usually take place until the ac- 
tive symptoms of the blennorrhea are 
subsiding. Occasionally, at about the 
time of the ocular symptoms, there may 
be swelling of the joints and great con- 
gestion of the conjunctivae, with pro- 
fuse exudation into the aqueous, sore 
throat from active tonsillitis and swell- 
ing of the testicles. Such symptoms are 
undoubtedly dependent upon the exten- 
sion of the gonorrheal infection. More- 
over, many cases of chronic iridocyclitis 
accompanied by exudation into the ante- 
rior chamber will be found to be of gon- 
orheal origin. All other causes being 
considered, most certainly the gonococcus 
cannot be excluded from the list of active 
factors in uveal disease. 

DraBETES.—It has been my experience 
to have observed more or less intimately 
a somewhat large number of diabetics, 
and yet I cannot recall a case of the so- 
called diabetic iritis; my private records 
certainly contain mone. Cases sup- 
posedly diabetic have been seen in the 
clinics, yet the relationship of the iritis 
to the general ill health of the persons 
was not satisfactorily worked out. The 
records available have yielded me incon- 
clusive results; and I mention the affec- 
tion only to include it among the dys- 
crasias, which, it is believed, can produce 
inflammation of the uvea. The forma- 
tion of boils and carbuncles recurring so 
frequently in some diabetics may be 
reasonably considered to be of an infec- 
tious nature, and as such may be ac- 
cepted as the explanation of the occur- 
ence of the iritis; and yet, these so di- 
verse symptoms might very well be ex- 
pressions of a common infection. Altho 
iritis must be a most rare complex, at all 
events, just as in the case of gout, we 
are not unconvinced that the same cause 
which excited the defective nitrogenous 
metabolism and produced the diabetes, 
may not also produce nonbacterial in- 
fammation of the uveal tract. 

It is interesting to note, in considering 
the subject of ocular diabetes, with what 
tapidity surgical operations on the globes 
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of adult persons, who are afterwards 
discovered to be diabetic, are followed by 
malignant inflammation of the uveal tis- 
sues. 

As has been already expressed, the 
evidence, clinical and bacteriologic, is in 
favor of the idea that the majority of 
cases of uveitis are caused by micro- 
organisms or their toxins. The staphy- 
lococcus, as well as the gonococcus, bears 
a large part in the infections of the iris 
and ciliary body. The most frequent 
sources from which the staphylococcus 
reaches the uveal tract are chronic septic 
processes, in the mouth, as from pyor- 
rhea alveolaris; in the tonsil; in the 
nasopharynx; in the accessory nasal 
sinuses ; in the intestines, as from chronic 
appendicitis ; in the uterine cavity; in the 
skin; and from boils and furuncles. 

PyorrHEA ALVEOLARIS.—Lawford and 
Lang, by their independent investiga- 
tions, have presented conclusive evidence 
of the dependence of uveitis on pyorrhea 
alveolaris, the reasons for which being, it 
would seem, the great prevalence of 
pyorrhea, and that infection from these 
cases may be presumed to be direct into 
the circulation. 

There might be said to be two types 
of uveitis dependent upon dental infec- 
tion. First, an acute iritis with extension 
to the ciliary body, accompanied by in- 
tense exudation into the tissues and 
clouding of the sight. Individuals thus 
affected usually have bad and decayed 
teeth and their mouths harbor virulent 
organisms in great abundance. The other 
type is seen usually in the cleanly, whose 
teeth are carefully inspected and treated 
by their dentists, who doubt the presence 
of deeper troubles until X-ray examina- 
tions disclose apical abscesses and gingi- 
val inflammations, the organisms from 
which possess a weaker virulence than 
that found in the other class. No spe- 
cific type of infection appears to act as 
the causative agent, tho usually when the 
uvea is involved, there is a low grade 
chronic inflammation, which requires the 
radiologic study for the determination of 
the situation of it. This class presents a 
chronic uveitis, confined to the iris, with 
little or no tendency to exudation. The 
ocular condition may endure for years, 
at no time showing any great loss of vis- 
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ion, being marked by relapses and heal- 
ing after simple treatment. 

The groups are found perhaps twice 
as frequently in women as in men. When 
the cases are treated early they improve 
rapidly. The extraction of loose and of 
impacted teeth will almost miraculously 
relieve an attack of iridocyclitis which 
has resisted all other measures. I would 
call attention to the viciousness of cer- 
tain rather popular dental practices. In 
my experience in these classes of uveo- 
dental disease, numerous subjects have 
had their teeth roots crowned, and many 
wore bridge prostheses anchored to de- 
vitalized and banded stumps. In an- 
other group have been those who had had 
artificial teeth pegged into excavated and 
bored roots. Neither of these are to be 
included in those with old broken and 
buried roots. 

The subject of the effect of alveolar dis- 
ease has assumed such prominence that 
one unfamiliar with the literature might 
regard it as a recent discovery. It is 
well that it has assumed such an im- 
portance, for only by that are we able to 
convince our patients of the necessity to 
sacrifice their old fangs. It is refresh- 
ing to note the modesty of Mackenzie, 
who so far back as 1845, quietly stated, 
in his chapters on uveal disease, that 
“the irritation of a decayed tooth, or 
stump, communicated thru the fifth 
nerve to the brain, and thence by reflec- 
tion to the eye has produced the disease.” 
And again, “In one case which I saw, the 
irritation arising from a decayed tooth 
seemed the cause. The disease declined 
rapidly after extraction of the tooth.” 

One might wish to digress for a mo- 
ment to inquire further into the origin 
of the pyorrhea and the association of 
iridocyclitis with it. It must be ad- 
mitted that the character of the present 
day food certainly favors dental decay. 
The chewing of hard and tough fibrous 
masses tends to stiffen, while soft, 
starchy and sticky food, requiring no 
mastication, surely relaxes the tissues in 
the dental sulcus, and decay ensues. 
Carious and dead teeth are always sep- 
tic, and, as the dental sulci are difficult 
to drain, morbid particles enter into the 
surrounding tissues and from thence are 
propelled into the general circulation, 
thru either the vascular or the lymphatic 
system. 


Tonsits.—The association of chron; 
arthritis with septic infection of the ton- 
sils is now so well known and s0 suff. 
ciently understood, that I need not make 
more than a reference to it and to ascribe 
a given case of uveitis to an effection of 
the tonsils; for next to pyorrhea alveo. 
laris, and perhaps of equal, if not great- 
er frequency as a source of origin of 
iridocyclitis, is chronic inflammation of 
the tonsils. The process may be identical 
with that occasioned by pyorrhea. 
fectious organisms retained in the crypts 
of the hypertrophied tonsil excite ulcera- 
tion, and on being cast off, fragments of 
highly septic material are absorbed into 
the blood stream and carried thence to 
lodge, it may be, in the thyroid, the 
joints, the appendix, the endocardium, 
etc. Repeated absorption of more or less 
attenuated septic fluid, by and by culmi- 
nates, it may be believed, in inflamma- 
tion of the iris, the choroid or the sclera. 
The tonsils and the lymphatic pharyngeal 
ring, therefore, should be investigated in 
the management of every case of acute 
and chronic uveal disease. 

INTESTINAL.—It has been maintained, 
in even quite recent years, that intestinal 
autointoxication may be largely responsi- 
ble for many cases of ill health; and, if, 
in the course of a vague intestinal trouble 
an ocular affection arises, and indican be 
found in excess, the eye disease, in all 
likelihood, may be ascribed to such 
an autointoxication. In the re- 
searches into the effects of pyor- 
rhea alveolaris, it has been noted 
that affections of the teeth fre- 
quently produce disorders of digestion. 
In cases of uveitis regarded as depend- 
ent upon the absorption of toxins from 
the intestinal tract, the intestinal con- 
tents have been found to be highly acid; 
the color bacillus absent, or present in 
small numbers only, the other organisms 
gram-positive in character. Indol and 
skatol, however, were present in large 
quantities, and in the urine indican in a 
quite high percentage. That cases do not 
arise more frequently from alimentary 
toxemia is due doubtless to the fact that 
the toxins “undergo the ordeal of the 
hepatic furnace.” It is, however, not to 
be denied that certain cases are truly in- 
testinal in origin, from an actual focus 
residing somewhere in that system; for 
if, after a most thoro exploration, no 
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focus can be found in the teeth and the 
tonsils, and the case fails to improve 
under treatment, some such focus might 
readily be suspected, especially if after 
every indiscretion in diet, relapses of an 
outbreak of serous iritis with an erup- 
tion of urticaria follow. | Such persons 
in all probability exhibit an idiosyn- 
crasy manifested as a protein sensitiza- 
tion for certain ingested foods. 

It is incumbent upon us, when con- 
sulted in cases in which indicanuria is a 
prominent factor, to ascertain the exact 
state of the dental bodies, because the 
eve and the intestinal tract might be 
affected from a common source; more- 
over, a case of uveitis of dental origin 
might readily become aggravated by den- 
tal intestinal intoxication. 

GENERAL DrsEASES.—Many diseases 
and conditions have been brought into 
etiologic relationship with various types 
of iridocyclitis, notably the infectious 
diseases and the exanthemata. With the 
possibilities of focal infections before us, 
it is difficult to ascribe inflammations of 
the uveal tract to the specific organisms 
known to excite the general infectious 
diseases, excluding, of course, from this 
discussion, syphilis and tuberculosis. 

Few general diseases are without 
pharyngeal symptoms; and, as dental, 
rhinopharyngeal and tonsillar infections 
are so common, it is all the more difficult 
to decide against the probability that the 
general disease has aroused a latent focal 
infection and thus produced the inflam- 
mation of the uveal tissues. Such 
reasoning might very well be applied in 
the explanation of the recurrence of 
iridocyclitis in the course of the epidemic 
diseases, notwithstanding the fact that 
meningococcus has been found in the 
lacrimal secretion and in the tissues, as 
well as in the aqueous exudate in cere- 
brospinal meningitis. It is this thought 
which one might hold in reference to 
malaria, and most certainly in influenza 
and parotitis. Uveitis has been noted as 
having occurred in the course of malaria. 
A number of years ago, I reported a case 
of marked iritis in a boy who had long 
been affected by malaria. And yet, the 
evidence is quite unconclusive that the 
action of the malarial organisms, alone, 
has produced the iridocyclitis. It is in- 
deed a rare complication. So, also, 


might one speak of dysentery, which it 
is true is an amebic infection by the bacil- 
lus dysenteriae; it might be likened to 
rheumatism, gout and gonorrhea, in that 
there are often joint involvements, and 
in the course of which iridocyclitis some- 
times becomes manifest. 

It has been assumed by Leber and 
others that an association exists between 
renal disease and iridocyclitis, and yet, 
it is indeed so rare, that in de Schwein- 
itz’s collective investigation only four 
cases were found. 

It will be seen how great is the value 
of a thoro search for focal infections in 
the nose and its accessory sinuses; the 
tonsils; the buccal mucous surfaces, es- 
pecially about the roots of the teeth; the 
skin; the pelvic organs, particularly 
when the uvea is affected during the 
puerperal state; the prostatic and seminal 
vesicles; and for the origin of gastro- 
intestinal intoxications. 

Investigation into the causes underly- 
ing inflammation of the uveal tract, ac- 
cording to Byers, resolves itself into a 
search for, first some systemic disorder 
of which the ocular disturbances is but 
an expression, as in syphilis and tubercu- 
losis; second, some focus or foci of in- 
fection originating the uveitis by means 
of metastasis. And yet, as de Schwein- 
itz has pointed out, a_ syphilitic 
might have a septic area which might 
not be of specific origin; and further, 
in the presence of a focal infection, the 
examinations must include those which 
determine whether or not there is a gen- 
eral infection also; and if, on the re- 
moval of one focus, symptoms continue, 
search must be made for the likelihood 
of another. 

PATHOGENESIS OF BACTERIAL UVEITIS. 
—It is pertinent to inquire by what path- 
ways infection is transferred to the eye, 
from the foci we have been considering. 
Anatomically and physiologically it does 
not appear possible that an infection can 
spread thru the lymph channels. And 
yet, it is to be noted that dental sup- 
puration is found on the same side as 
the eye affected; only occasionally, in- 
deed rarely, is it bilateral. Might not 
the observance of this disposition favor 
the supposition that the infection is 
transmitted thru the lymphatic channels, 
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if the disease is not extended directly 
from the diseased osseous cavities? 

It is conceivable that toxic matter 
might be held in the blood in a greater 
quantity than the individual affected can 
assimilate, hence there would be created 
a residuum of toxin in the blood. One 
should consider all the factors; the tox- 
ins prepare the ground and the elements 
of strain or injury determine the site. A 
change from the normal occurs in the 
eye, which causes a decrease in the pro- 
tective processes of that organ. A strain 
on the accommodation occurs, perhaps, 
as was so frequently the history in the 
gouty; or, there is a slight ciliary trau- 
ma, which is speedily followed by iritis, 
cyclitis or scleritis. And one must 
recollect the facts of the intimate con- 
nection of the teeth with the maxillary, 
the lacrimal and the inferior orbital 
sinuses, and especially of the intertwin- 
ing of the various venous plexuses of 
these regions. 

To carry analogy concerning the fre- 
quency of lesions about the ciliary 
region, or the iris and limbus, further, 
it might be thought that such localization 
might be due to the fact that here, as in 
the structures about the joints and the 
more tendonous portions of the muscles, 
there is a gradation of the supply of 
oxygen, which thus invites the settlement 
of bacteria and affords them an oppor- 
tunity for their growth, an anatomic cir- 
cumstance which by the same process 
would create lesions from the circulation 
of toxic substances derived from matter 
from septic sources wherever located. 
Lesions thought to be toxic, therefore, 
may really be infectious in their nature. 
Benedict concluded from his studies that 
iritis of focal origin is really an inflam- 
mation of the muscular tissues—a my- 
ositis. 

The character of the ocular tissues 
favors the growth of bacterial organisms 
and the nervous sensibility succumbs to 
the bacterial toxins. In addition, their 
abundant blood supply conduces to the 
lodgment of the bacteria, and from the 
situations established they thence circu- 
late thru the body fluids. At the region 
of the junction of the iris and ciliary 
body there takes place in the vascularity 
of the parts changes from a condition of 
high degree to one that is comparatively 


avascular. Here, also, there is accorq. 
ingly less hemoglobin and less oxygen 
from which depletion bacterial grows, 
actively flourishes. It is easy, therefore 
to conceive that infection might fy. 
brought to such a region by metastatic 
conveyance. 

The chief organisms obtained from 
studies of the bacteriologic contents of 
matter taken from dental sockets ang 
roots were the streptococcus viridans: jn 
others the staphylococcus, pneumococ. 
cus and bacillus pyocyaneus. In the 
acute infection, there has usually been 
found a mixed infection, streptococcus 
viridans and_ staphylococcus; the 
chronic cases, staphylococcus chiefly. 

In Benedict’s opinion, the organisms 
found in iritis and in rheumatic affec- 
tions exhibit affinities for both the eye 
and the joints and muscles, depending 
for their manifestations upon the part 
in which they are located ; that is, it may 
be a spontaneous expression within the 
iris, or it may be acquired by growing 
on iris tissue. The affinity of an organ- 
ism for special tissues may be lost when 
the organism is grown in different en- 
vironments, and it may lose its virulence, 
or it may at one time attack the iris and 
at another time the joints and muscles 
elsewhere. 

It has so happened, in clinical practice, 
that eyes have seldom been removed for 
such disease as we have been consider- 
ing. The opportunities for laboratory 
studies have been limited to the examina- 
tion of material from less vital organs, 
and to experimentation on lower animals. 

From Woods’ studies of the effects of 
bacterial cultures on the uvea of rab- 
bits, we learn that reactions occurred to 
bacteria prodigiosus; that the poison 
generated was not directly due to fer- 
ment activity, but to a degenerative 
product formed from the bacterial body 
and the protein of the culture media, 
thru the proteolytic action of the bacteri- 
al ferments. The poison, which is a 
ptomain, when injected intravenously 
excited the clinical symptoms observed 
in the animal. 

Rosenow, in carrying on a series of 
studies on rabbits, injected streptococci 
obtained from rheumatic subjects, from 
appendiceal abscesses, pyorrhea alveo- 
laris, suppurating tonsils, etc., which pro- 
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duced acute iritis or iridocyclitis, the 
lesions consisting of red blood cell ex- 
avasations and leucocytic infiltration. 
The etiology of only too many cases 
of chronic iridocyclitis remains obscure, 
altho one is inclined to believe them to 
be of a metastatic nature; and, in the 
midst of this obscurity one should 
ascribe greater importance than is given 
to the consideration of “colds” as a fac- 
tor in the metastasis of any latent morbid 
agents thruout the body. So, again, one 
might plead, that because the complaints 
of the rheumatic are exaggerated in cold 
damp weather it would appear advisable 
to retain the name rheumatic iritis at 
least a little longer. And, as there are 
cases, the socalled “idiopathic,” in which 
a definite specific cause cannot be ascer- 
tained, which depend on general disease 
at present unknown to us or are of ob- 
scure infections, the term may be con- 
tinued to express our ignorance, yet in 
the light of present day research it no 
longer should be used. 

It has not been the purpose of this 


tr 


presentation of the causation of uveitis 
to consider the probability of a given 
case being the subject of tubercular or 
of syphilitic infection, altho the import- 
ance of either, or both, of these as eti- 
ologic factors in any or all cases has not 
been overlooked. No case which seems 
to be obscure should be allowed to go 
without the systematic tests for these 
two classes of infection, and the possibil- 
ity of their presence should be constant- 
ly maintained in our minds. 

This essay is based on the classical 
communications of Fuchs and de 
Schweinitz on the Pathogenesis of 
Chronic Uveitis, at the Section of Oph- 
thalmology of the XVII International 
Congress of Medicine, London, August, 
1913, and a survey of the literature since 
that date. I have not burdened my lis- 
teners and subsequent readers with the 
voluminous bibliography which has ac- 
cumulated during the past decade, for 
such can be obtained in the issues of the 
“Ophthalmic Year Books,” and “Oph- 
thalmic Literature.” 


INCREASE OF HYPEROPIA IN DIABETES. 
Humes Ropserts, M.D., F.A.C.S. 


PASADENA, CALIFORNIA. 


This paper is based on a candidate’s thesis for membership in the American Ophthal- 


mological Society. 


The unabridged thesis, containing abstracts of other reported cases, will 


be found in the Transactions of the American Ophthalmological Society, volume 18, p. 408. 


The ocular complications that oc- 
curred in a series of 477 cases of diabe- 
tes, reported by von Noorden’, showed 
eye involvement in 27.9. In 259 of these, 
diabetes was the only etiologic factor; 
80 per cent were over 50 years of age. 

The defects found were as follows: 


81 
Retrobulbar neuritis ............ 23 
Optic nerve atrophy ........... 18 
62 
2 
Amblyopia without organic 
33 
Other conditions .............. 39 


Undoubtedly among the latter group 
of 39 cases is the change in refraction 
which is the subject of this paper, 
namely, an increase of hyperopia. 

This is by no means a common com- 


plication of diabetes, but one that. 
should always be kept in mind. 

Five such cases have occurred in my 
practice, one of which has already 
been reported’. 

Drs. Cassius D. Wescott and John 
B. Ellis*, of Chicago, in a paper read 
before the Eye Section of the A. M. A. 
in 1911, covered the literature of this 
condition very thoroly. To their re- 
view of the literature the following are 
to be added: 

Dr. M. H. Post’, of St. Louis, reports 
a woman, age 59, for whom, in May, 
1916, he had prescribed: 

O.D. + cyl. 0.25 ax. 180 = 20/15. 

O.S. — sph. 0.75 > + cyl. 0.87 ax. 
180 = 20/19. 

With + 2.50 added she read 3.5 
point type at 14 inches. On July 3, 
1916, she reported that she could not 
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see well with her glasses, and her vi- 
sion with them proved to be O.D. = 
20/96 ; O.S. = 20/120. Two days later 
her vision was O.D. = 20/38; O.S. = 
20/48. July 10, 1916, her refraction 
was: 

O.D. +sph. 0.75 > + cyl. 0.25 ax. 
180 =20/15. 

O. S. + sph. 0.25 > + cyl. 0.87 ax. 
180 = 20/15; an increase of hyper- 
opia of 0.75 in her right and 1.00 in her 
left. For reading she took an addition 
of +sph. 2.25. November 20, 1916, 
her vision had returned to the condi- 
tion prior to the onset of her diabetes. 

Dr. Fred M. Spalding of Boston re- 
ports to me in a letter dated Decem- 
ber 18, 1919, the case of a woman, aged 
29. “The second day after starvation 
was begun she noticed considerable 
blurring of vision which has persisted. 
She had worn glasses since she was 
twelve years old and had not had them 
changed any more frequently than is 
usually the case. The last change was 
last October. The diabetes was dis- 
covered last August. She was wearing 
the following correction: 

O.D. — sph. 0.25 = + cyl. 1.00 ax. 90 

O.S. — sph. 0.50 > + cyl. 1.75 ax. 90 


She claimed that she saw perfectly 
well with these and could use her eyes 
without any discomfort before the diet 
was begun. She accepted the follow- 
ing. 

O.D. + sph. 3.50 > + cyl. 1.50 ax. 90 

O.S. + sph. 3.00 > + cyl. 2.00 ax. 90 

With this correction she read 20/15 
each eye. There was no loss of ac- 
commodation. Tension was normal in 
each eye.” 


My first case was reported? under 
the title “Report of a Case of Transient 
Cycloplegia due to Glycosuria.” At 
the time this paper was written, I 
thought the condition was due to a 
partial cycloplegia from involvement 
of the ciliary muscle, but in the light 
of other cases reported I now regard 
it as simply an increase of hyperopia. 
The history of this case is as follows: 

Mr. W , aged fifty-one, first con- 
sulted me March 30, 1908, concerning 
a tickling in his throat, which had 
troubled him for about two weeks. He 
was coughing a great deal, he felt and 


looked sick, and he had recently lost 
flesh. 

Examination showed that his uvula 
was thickened and elongated, fauces 
congested; right cord somewhat jm. 
movable, irregular in outline, and red- 
dened near the arytenoid cartilage. 

Fearing that a tuberculous process 
might be commencing in his lungs, | 
advised him to consult a general physi- 
cian for a physical examination. He 
placed himself under the care of Dr 
Joseph D. Condit. Dr. Condit re. 
ported to me that there was no eyj- 
dence of tuberculosis, but that his 
urine contained 7% of sugar. 

Under appropriate diet, the sugar 
began to lessen, so that by the 7th of 
April, it was down to 5 5/8%, and his 
weight, which was 133 pounds, began 
to increase. By the 29th of April, all 
sugar had disappeared from his urine, 
and, when last observed by Dr. Condit 
on the 22nd of July, his weight had 
increased to 142 pounds. 

On the 15th of April, when he had 
been under Dr. Condit’s care for two 
weeks, his urine showed only 3/8% 
of sugar. At that time, he came to me 
again, saying that for a few days past 
he had been unable to read with his 
glasses, which had theretofore been 
perfectly satisfactory, and that he now 
needed them to see with in the dis- 
tance. Until he noticed this failure 
of his glasses for reading, his vision for 
distance had been perfect; but now 
he could not see in the distance with- 
out the use of his old reading glasses. 

I found that he had been using for 
reading a pair of + sph. 1.75. At that 
time. 

O.D.V. = 6/22.5. 

O. S.V. = 6/15. 

Manifest examination showed: 

O.D. + sph. 1.75 = 6/5. 

O. S. + sph. 1.75 = 6/5. 

esophoria. 

For reading at thirteen inches, he 
required to be added to the above + 
sph. 2.25. 

External examination of the eyes 
showed everything normal; pupils 
were of normal size, and they reacted 
to light and accommodation. Ophthal- 
moscopic examination showed the 
media clear and the fundi normal. A 
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test on the following day confirmed 
this examination, so I ordered the fore- 
going lenses for him. 

On the 18th of May, he came in 
again very much improved in his gen- 
eral health. He said that until within 
a few days, these last glasses had been 
perfectly satisfactory ; but that now he 
could not see so clearly in the distance 
with them, and he found that he had 
to hold newspapers and books too close 
to his eyes to read with comfort. His 
vision with his distance glasses now 
was only 6/12. 

Manifest examination showed: 

O.D. + sph. 1.00 = 6/5. 

O. S. + sph. 0.75 = 6/5, with + sph. 
225 for near, and these I ordered. 

Shortly after this, Mr. W—— re- 
turned to his home in the East. Ina 
letter, dated Feb. 8th of this year 
(1909), he wrote me that his eyesight 
was very much better than when he 
was in Pasadena last year. His accom- 
modation continued to return, so that 
it was necessary for him to go back 
to the original reading glasses which 


he was using when he first came to 


me. 

I now wish to add four more cases 
taken from my records. 

Case 2. Mrs. O. L. B , aged 54, 
was in May, 1910 given the following 
glasses: 

O.D. + sph. 2.00 = + cyl. 0.25 ax. 
90 = 6/6. 

O.S. + sph. 0.50 > + cyl. 0.50 ax. 
90 = 6/6, with + sph. 2.25 added for 
near. 

In October, 1915, she complained 
that rather suddenly she had had diffi- 
culty in reading with these glasses. I 
then found that she accepted the fol- 
lowing : 

O.D. + sph. 2.00 — + cyl. 0.25 ax. 
9 = 6/9 + 3. 

O.S. + sph. 2.25 > + cyl. 0.50 ax. 
9 = 6/9; with + sph. 2.50 added for 
near. 

Her media were clear and her retinae 
normal. 

_ November 9, 1915, she came in say- 
ing she was now unable to use her 
new lenses, as with them distant vision 
was greatly blurred and her reading 
focus too short. On questioning her, I 
learned that she had recently dis- 


covered that she had diabetes, and that 
for the past six weeks she had been 
on a rigid diet. 

She now accepted: 

O.D. + sph. 0.75. = 6/7—3. 

O.S. + sph. 0.50 = cyl. 0.50 ax. 90 
= 6/7—3; with + sph. 2.50 added. 

Case 3. Mrs. S——. Age 53. 

January, 1915, I gave her for her 
right eye: + sph. 1.25 — + cyl. 0.50 
ax. 180 = 6/5. The left eye was prac- 
tically blind from an old chorioretinitis. 

In May, 1917, she could get only 
6/15 with this lens and required + 
sph. 2.75 = + cyl. 0.75 ax. 180 = 
6/9—2; with + sph. 2.50 added. I 
found that she was suffering from dia- 
betes. Her right nerve was slightly 
swollen. Oct. 25, 1917, she returned 
to her original lens, but could get only 
6/12 vision. 

Case 4. Mrs. G. A. B. Age 55. 

In April, 1915 I prescribed the fol- 
lowing lenses: 

O. D. — sph. 0.50 > — cyl. 0.25 ax. 
120 == 6/5. 

O.S. — sph. 0.50 > — cyl. 0.25 ax. 
60 = 6/5; with + sph. 2.25 added. 

During 1917 she developed diabetes, 
but showed no eye symptoms until 
April 1918, when she found that she 
had to use her reading glasses to see 
in the distance. At this time she was 
in the hospital undergoing treatment, 
and had become sugar free after hav- 
ing had as high as ten per cent. She 
now required for each eye + sph. 3.50 
= 6/7; no fundi changes. In about 
three months she returned to her old 
glasses and has used them ever since. 
She tells me she has not been entirely 
sugar free since leaving the hospital. 
She is on a restricted diet, and at 
times her vision blurs. At such times 
she finds if she eats forbidden articles 
of food, such as white bread, she at 
once feels better and her vision im- 
proves. 

Case 5. Mrs. L. J. B Age 66. 

When this patient consulted me 
Sept. 19, 1919, it was for the purpose 
of determining whether or not her 
glasses needed changing. She had 
been wearing for eight years: 
O.D. + sph. 0.50 > + cyl. 0.50 ax. 


50. 
O.S. + cyl. 0.50 ax. 120, with +- sph. 
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2.50 added, and gave no history of eye 
trouble. She accepted: 

O.D. + sph. 0.50 > + cyl. 0.75 ax. 
40 = 6/5. 

O.S. + sph. 0.25 = + cyl. 1.00 ax. 
155 = 6/5; with + 2.50 added. 

Aside from a few spicules of opacity 
in her left lens, her media were clear 
and her fundi normal. Noticing an 
aceton odor to her breath, I suggested 
a urinalysis, and seven per cent sugar 
was found. Her physician put her on 
the Allen diet, and inside of two weeks 
she was sugar free. She returned to 
me on Oct. 17 and said she could not 
see with either her old or new glasses. 
I found that she required + sph. 3.25 
added to her right lens and + sph. 
2.75 added to her left lens, which gave 
her 6/5 vision each eye, with + sph. 
2.50 added for near. I assured her she 
would need these stronger glasses but 
for a short time, which was the case, 
for in three weeks she returned to the 
lenses I first ordered, and is still wear- 
ing them. 

Of my five cases, four were women. 
The youngest was 51, the oldest 66. 
Case 3, was the only one showing 
fundus changes, and these were prob- 
ably due to an intercurrent disease. 
This and Case 2, are the only ones of 
the five who did not get normal vision 
with subsidence of the hyperopia. 

Dr. E. P. Joslin, of Boston, an au- 
thority on diabetes, writes that he 
thinks “the whole explanation is con- 
nected with the marked changes in 
per cents of sugar and salt in the blood, 
and may be associated with the blood 
volume as well, but as yet that is not 
proven.” In the second edition of his 
book on “The Treatment of Diabetes 
Mellitus” *, page 437, he says: “One 
cannot too frequently impress upon 
the patient that treatment is_ in- 
stituted not simply to keep sugar out 
of the urine, but to save him from a 
great variety of serious incidental dis- 
eases. Conversely, with the institu- 
tion of progressive treatment the eye- 
sight often temporarily fails. ... The 
explanation of this condition is un- 
doubtedly due to changes in the water 
balance of the body and the disappear- 
ance of sugar. These incidentally in- 
volve the lens, causing refractive 


changes.” In his case No. 924, he re. 
ports Dr. F. M. Spalding as recording 
“a shrinking and_ flattening of the 
lenses.” I wrote Dr. Spalding about 
this case and in reply he writes: 

“I have tried to explain these cases 
by the effect which the loss of the 
sugar content must have on the tissyes 
of the media of the eye. It is a ques. 
tion in my mind how much the lens 
can change, on account of the char. 
acter of its tissue and the mode of its 
nourishment. It is hard for me to 
conceive, as in the case cited, how 
such a rapid change could take place, if 
it were confined to the lens alone, | 
am more inclined to believe that the 
condition is due more to some change 
in the refractive index of the media.” 

Four of my cases (case 3 being the 
exception) noticed the loss of vision 
coincident with the lessening or dis- 
appearance of the sugar. This is more 
than a coincidence, for other authors 
have made the same observation. The 
rapid disappearance of sugar from the 
urine does, we know, lessen the blood 
sugar. If, at the time the carbohy- 
drates are cut down to decrease the 
sugar, there is a lessening of salt in- 
take, a rapid loss of weight occurs 
thru the inability to retain water in the 
body, and this is accompanied with a 
loss in the blood volume. Increasing 
the salt in the diet, or giving the pa- 
tient a mineral water containing salt, 
restores the balance and a gain in 
weight is at once noticed. This change 
in the blood volume, together with a 
lessening of the per cent of sugar and 
salt in the blood could bear out the 
theory of Landolt® that there is an 
alteration in the refraction index of the 
vitreous, as well as Horner’s‘ theory 
of a loss of fluidity of the vitreous. 
The alteration of the blood content 
and volume just mentioned, could also 
bear out the theories of Van der Hoeve 
and Grimsdale, as quoted by Zentmayer* 
“that the diminished refractive condition 
is due to an increase in the index of re- 
fraction of the cortical layers of the lens, 
whereby a more uniform index is ac- 
quired by the whole lens and a conse- 
quent reduction in the total refractive 
power.” My contention, therefore, is 
that the increase of hyperopia seen in 
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our diabetic patients is not due to lens 
or vitreous changes alone, but to a 
combination of the two, caused by a 
lessening of the amount of sugar and 
salt in the blood and an alteration in 


the blood volume. As yet, these claims 
have not been proven, but I believe 
they will be before long in our physio- 
logic laboratories where diabetis is now 
being studied as never before. 
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LENS ANTIGEN (VACCINES) USED TO ABSORB CORTICAL MAT- 
TER AFTER THE EXTRACTION OF CATARACT. 


A. Epwarp Davis, M.D. 


New York. 


The case herewith reported is of in- 
terest from two points of view: (1) 
Lens material surrounded by lens cap- 
sule was completely absorbed; (2) a 
soft eye (Hg. mm. 5) the result of a 
severe inflammation following the op- 
eration, was restored to tension Hg. 
mm. 13, and following a needling, vi- 
sion 15/30 minus was obtained. 

Case.—May 25, 1922—L. B. B. aged 
73, in perfect health had his right eye 
operated upon by a confrere in October 
1921, a combined operation. Ten days 
after the operation a severe inflamma- 
tion set in, which kept the patient in 
the hospital for more than seven 
weeks. When the patient came under 
my care the following entry was 
made: R. V. equals Pl.; L. V. equals 
15/200: 15/100 plus with minus 3.50 
D. Right eye somewhat sunken and 
soft (Hg. mm. 5), slight circumcorneal 
flush; thick membrane with some lens 
cortex in upper part of the pupil in- 
cluded in a fold of the lens capsule, 
the lower edge of the membrane is 
adberent to the iris; large floating 
masses in the vitreous; faint light re- 
flex. Left eye, immature subcapsular 
cataract, slightly shallowed anterior 
chamber, pupil normal. Patient is in 
first class general health. Since the 
patient was a little shaky about an 
operation on the other eye, I proposed 
that he take some injections of lens 


antigen to absorb the cataract in the 
left eye, or at least arrest its prog- 
ress; to this he consented. No thought 
of helping the soft right eye with 
barely light perception was _ enter- 
tained. An intracutaneous sensitiza- 
tion test was given, which caused but 
a very slight reaction at site of the 
injection. May 26, lens antigen (beef) 
injections, triweekly, subcutaneously 
were begun, 1/2 c.c. increasing the 
dose 1/2 c.c. at a dose, until the maxi- 
mum dose, 4 1/2 c.c., was reached, 
June 28th. The total amount of the 
remedy given up to this date was 
50 1/2 c.c. All redness had disap- 
peared in right eye and it was firmer, - 
and light perception much quicker; the 
left eye remained the same. As I was 
going away for the summer, treat- 
ment was discontinued. No reactions 
followed these injections save slight 
redness at site of injection. 

Oct. 2, 1922; the patient had a good 
summer. R.V. equals fingers 8 ft. 
L.V. equals 15/100 plus w. minus 3.50 
D. The right eye is quiet, part of the 
lens cortex is absorbed, tension has im- 
proved; no change in left eye, either 
as to vision or clearing of the lens. In- 
jections of lens antigen were resumed, 
beginning with 1/2 c.c. and gradually 
increasing dose (triweekly) until Nov. 
13th, when as high as 8 c.c. at a single 
dose was given, 93 1/2 c.c. of the 
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remedy being given in this second 
series of injections. At this date, the 
tension of the right eye had increased 
to Hg. 13 mm., all the cortex lens mate- 
rial had absorbed and V. equalled 
15/200. A membrane still blocked the 
pupil however. 

The cataract in left eye had cleared 
slightly, V. equals 15/70 with minus 
3.50 D. Nov. 23rd, the patient was 
sent to the hospital, where with a nar- 
row cataract knife, I made a clear hori- 
zontal incision thru the membrane in 
the right eye. There was no reaction, 
a clear pupil was obtained and on Dec. 
9th, with plus 10 D. combined with plus 3 
D. ax. 90, the patient obtained 15/30 
minus vision. 

Following the suggestion of G. Bur- 
don-Cooper, in the Doyne Memorial 
Lecture, Etiology of Cataract’, that 
potash is valuable in the retardation of 
cataract formation, in beginning the 
second series of lens antigen injections 


in this case, the patient was Placed 9 
small doses of potassium iodid 15 
grs. in full giass of water after meals 

To judge from one case, which jg of 
course hazardous, it would appear 
in those cases following cataract ex- 
traction, in which considerable lens 
cortex has been left, that lens antigen 
injections are indicated. It goes with- 
out saying, that the sensitization test 
should be made before the treatment 
is begun. Not the least pleasing Phase 
in this case is, that the tension of q 
softened eye should be sufficiently re. 
stored to justify further operative 
measures. 

In closing, I may say, I am using 
lens antigen injections in all cases of 
traumatic cataract, where the sensitj- 
zation test does not show the patient 
hypersensitive to the lens antigen, 
and when secondary glaucoma is not 
present. 
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NOTES, CASES, 


MONOCULAR INTERSTITIAL 
KERATITIS. 


Joun N. HorrMan, M. D. 
CANTON, OHIO. 


The following case is deemed worthy 
of report because of two interesting 
features. One is the age of the patient, 
and the second is the fact that the 
pathology has been confined to one 
eye. The patient is a young lady aged 
22. The previous history is negative, 
and the family history secured from 
the parents is also negative. The pa- 
tient is a college graduate, and a 
teacher by occupation. She was first 
seen in June 1922, about six weeks 
after the onset of her eye symptoms, 
having been under the care of an 
oculist of wide experience. 

When first seen her left eye pre- 
sented the appearance of a typical in- 
terstitial infiltration of the cornea. 
Her treatment had consisted solely of 
the use of atropin in the affected eye 


INSTRUMENTS 


three times daily. A general examin- 
ation revealed none of the signs of 
lues, altho the blood Wassermann was 
strongly plus. She was put on intensive 
antiluetic treatment, and was referred 
to another oculist for his opinion as to 
the etiology. He also thought the con- 
dition as luetic in origin. 

The reaction of the blood Wasser- 
mann has been very obstinate, altho 
the proper general treatment has been 
vigorously given. Several subconjunc- 
tival injections of mercuric cyanid 
and novacain following the method of 
C. A. Campbell, as described in the 
December 1920 number of the Ameri- 
can Journal of Ophthalmology (v. 3, p. 
884) have been painlessly given, at 
intervals of seven to ten days. Vision 
has slowly improved from hand move- 
ments at one meter to 4/30. 

Physical examinations have been 
negative, and the diagnosis of an in- 
terstitial keratitis probably due to con- 
genital lues seems to be the most 
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logical. This case also emphasizes 
the great value of Wassermann reac- 
tions in all suspicious cases, no matter 
how much above reproach the personal 
and family history may be. 

By intensive antiluetic treatment in 
this case is meant the use of mercury 
by inunctions and per mouth. For fear 
of exciting the process In the other 
eye the arsenic preparation were not 
given intravenously. 


KERATOCONUS. 


Iridectomy and Corneal Trephining 
With a Conjunctival Flap. 


GreorcE W. JEAN, M.D. 
SANTA BARBARA, CAL. 


Spanish girl, age seventeen years, 
was first seen October 27th, 1922. 

Previous history: Weight 128 
pounds, height 63 inches. Usual dis- 
eases of childhood, typhoid six years 
ago, absolutely no illness since then. 
Parents, three sisters and four brothers 
—no eye trouble. Vision has been get- 
ting bad in each eye for the last year, 
and she has had frequent changes of 
glasses. In school until one year ago. 
Physical examination by an internist 
negative. 

Eye examination: Vision, right eye, 
equals fingers at four feet; vision, left 
eye, equals fingers at twelve feet. Vi- 
sion, each eye, unimproved with 
glasses. Corneas were conical. The 
right eye was slightly injected and the 
tip of the cone was opaque over an 
area of 2 mm. and denuded of epithel- 
ium. Two small, narrow streaks of 
opacity ran inward nasally from the 
tip of the cone for 2 mm. The right 
and left cornea measured 10 1/2 mm. 
in diameter with Wessely’s keratometer, 
and the measurements taken laterally 
with the keratometer showed the dis- 
tance from the limbus to the apex of 
the right cornea to be 5 mm.; left cor- 
nea,4mm. The apex of the right cone 
was 1 mm. below the horizontal meri- 
dian and 1 mm. to the nasal side of 
the center. With the exophthalmom- 
eter the readings were, right, 18 mm.; 


left 17 mm. Tonometer (Schiétz): 
Right eye with 7 1/2 wt. — 11 — 10 
Hg. mm.; left eye, 7 1/2 wt. — 11 = 
10 Hg. mm. With the ophthalmom- 
eter, the mires were so small and sepa- 
rated and overlapped so violently that 
no reading could be gotten. Retinos- 
copy unsatisfactory. The left cornea 
was clear and the left eye white. I 
could get no pulsations in either cor- 
nea with oblique illumination, the 
ophthalmometer or the slit lamp. 

Operations: Iridectomy, right eye, 
upward, same day (October 27th). 
Atropin 3%, firm bandage. Daily 
dressings until November 3rd, when 
the opaque apex of the cone was 
trephined with a 2 mm. Stevenson’s 
trephine which had to be done care- 
fully because the cornea dented easily. 
No traumatic cataract followed. The 
button was cut off with a small iris 
scissors rather easily. The conjunctiva 
was freed from the limbus above, 
nasally and below, undermined and a 
heavy conjunctival flap drawn over the 
trephine opening and anchored with a 
mattress suture thru it and the con- 
junctiva above and below. Atropin, 
firm bandage, binocular dressing. 
Dressing and atropin daily. The ante- 
rior chamber was definitely reformed 
November 6th. Stitches out on the 
fifth day, and the flap allowed to re- 
tract since it had served its purpose. 
Patient was discharged from the hos- 
pital November 13th. On November 
16th: Vision was 20/30 plus two with 
+4. sph. = +7. cyl. axis 165. Patient 
was seen daily, and this eye was kept 
under a built-up dressing over which 
was put an elastic webbing, two inches 
wide, constructed with a series of 
hooks and eyes at the ends, and kept 
fastened as tightly as she could possi- 
bly stand the pressure on the eye ball. 

Discharged, December &th, 1922. 
Vision, right eye, with +2. sph. > +48, 
cyl. axis 165 equals 20/30. The apex 
of the cornea was about 2 mm. flatter 
than before the operation, measured 
by the keratometer and the exophthal- 
mometer. Tension was still 10 Hg. 
mm. 
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COLORADO OPHTHALMOLOGI- 
CAL SOCIETY 


November 18, 1922. 
Dr. E. F. Conant presiding. 


Steel in Vitreous. 

W. C. ann W. M. Bane, Denver, 
presented a man, aged fifty-two years, 
whose left eye had been penetrated by 
a splinter from a steel key which he 
had been striking with a hammer. 
There was the usual history that a gen- 
eral physician was supposed to have 
removed a foreign body from the sur- 
face of the eye. After this the eye had 
remained relatively comfortable. Ex- 
amination revealed a_ small foreign 
body in the cornea 2 mm. from the 
temporal margin, and behind this was 
a 1 mm. opening in the iris. X-ray 
study indicated a foreign body 1 by 1 
1/2 mm. located in the vitreous 10 mm. 
behind the anterior pole of the eye, 8 
mm. below the horizontal plane and 1 
mm. to the nasal side of the center. 
The fragment of steel was easily re- 
moved with the hand magnet thru an 
incision in the sclera back of the ciliary 
body and below the external rectus 
muscle. Vision with correction was 
5/10. The case emphasized the ex- 
treme importance of X-ray examina- 
tion in such cases. 

Discussion—W. H. Crisp, Denver, 
suggested that specimens of steel 
splinters extracted from the eye could 
be very conveniently preserved by 
carrying each one in a one or two 
dram vial alongside a pledget of cotton, 
on the other side of which a strip of 
paper showing the name and date was 
also introduced into the vial. 

G. L. Straper, Cheyenne, Wyoming, 
referred to cases which had come to 
him after being treated by general 
physicians for supposed simple irrita- 
tion of the eyeball; one such case hav- 
ing come with a piece of steel in the 
eye for three weeks. Dr. Strader re- 
cited several cases in which, being in- 
conveniently placed for satisfactory X- 
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ray localization of magnetic foreign 
particles, he had drawn the foreign 
body forward against the iris with the 
giant magnet, and had then extracted 
the foreign body thru a peripheral jn- 
cision in the cornea, sometimes draw- 
ing the foreign body to the side of the 
pupil opposite to that on which it first 
appeared. 

E. E. McKeown, Denver, referred 
to a case in which a piece of steel 8 by 
12 mm. had been extracted thru a pos- 
terior scleral incision, and in which 
fourteen days after the operation the 
eye was doing fairly nicely. In an- 
other case, on removing a cataract of 
unknown causation, a piece of steel was 
found embedded in the center of the 
lens. 

W. C. Bane (closing) thought that 
X-ray localization should always be 
obtained if possible, and that it was not 
wise to try to get evidence of the pres- 
ence of a magnetic foreign body by 
producing pain with a strong magnet. 
Trachoma Pannus; Rolling Operation 

Unsuccessful. 

W. C. anp W. M. Bane, Denver, 
presented a man, aged twenty-one 
years, whose eyes had been diseased 
for one year. There was a_ velvety 
granular condition of the palpebral 
conjunctiva of each eye. The upper 
three-fourths of the right cornea, and 
the upper half of the left cornea, were 
covered with pannus. After the Knapp 
roller forceps had been used on the 
right upper eyelid, the eye had become 
very much worse, the vascularity of 
the cornea increasing. Some improve- 
ment had since followed the use of a 
3 per cent solution of sodium salicylat. 

Discussion —C. E. Waker, Denver, 
I do not think this velvety appearance 
of the conjunctiva acts well under any 
surgical manipulation. The ideal treat- 
ment of these cases is with silver 
nitrat, washed out with physiologic 
salt solution. While using silver it is 
desirable to keep the eye fully under 
atropin. 
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Cataract with Anterior Synechia. 

w. C. ano W. M. Bane, Denver, 
presented a man, aged seventy-three 
years, whose right eye had been re- 
moved many years earlier, and who 
had come on account of failure of vis- 
ion in the left eye. This eye presented 
an anterior synechia which had re- 
sulted from an ulcer twelve years 
earlier, the pupil was very small, and 
upon using homatropin, cataractous 
changes were found in the lens. The 
vision was 1/60. An attempt had been 
made to separate the anterior synechia 
with a needle knife, Lut this attempt 
was only partially successful. Two 
days later an optical iridectomy had 
been performed. The vision was now 
2/60, not improved by lens. Some 
hesitation was felt as to performing 
cataract extraction on this eye, in view 
of the fact that it was the patient’s 
only eye. 

Right Retinal Detachment, Left Glau- 
coma. 

Ww. C. ann W. M. Bane, Denver, 
presented a man, aged fifty-seven 
years, who, in February, 1919, had 
suffered a detachment of the upper 
yortion of the right retina, which in 
the course of three and a half years had 
led to phthisis bulbi; and whose left 
eye had recently developed glaucoma, 
with steadily rising tension. The right 
eye had been enucleated on August 
30, 1922. With the left eye the patient 
could not now see his own hand. 


Unusual Form of Keratitis. 

W. C. ann W. M. Bane, Denver, 
presented a man, aged sixty-four years, 
a flue cleaner by occupation, who had 
come in June, 1922, complaining that 
his vision had been gradually failing 
for the past three years. At the be- 
ginning of this period he had got a 
lot of fine hard dust in both eyes, 
which had troubled him for several 
days. Vision at the time of examina- 
tion was R. 5/15, L. 5/30, improved 
by correction to 5/10 and 5/12 re- 
spectively. Examination showed a 
finely mottled gray appearance of the 
epithelial layer of each cornea, cover- 
ing an area of about 7 mm. in diameter. 


The gray appearance was densest at 
the center, with here and there some 
pin point pits. A little away from the 
center of the left cornea was a small 
brown deposit. Taken roughly the 
fields were normal. The pupils were 
normal in reaction, and altho a clear 
view of the fundi was not obtained 
the fundus reflexes were sharp. 

Discussion.—W. A. Sepwick, Denver, 
said that the old gentleman had very 
bad teeth, and that this was probably 
responsible for the condition of the 
eyes. 
Diabetic Cataract. 

JaMEs M. Sutetprs, Denver, presented 
a man, aged thirty-six years, who had 
been suffering from diabetes, and who 
had almost completely lost the vision 
of the left eye in the course of between 
five and six weeks. The loss of vision 
was due to the rapid formation of a 
diabetic cataract. The right eye pre- 
sented no fundus or lens changes. The 
vision of the left eye was now limited 
to shadows. 


Persistent Canal of Cloquet. 

James M. Sutetps, Denver, presented 
a boy, aged nine years, who had 
been sent in by the school teacher for 
refraction. The corrected vision of 
either eye was normal. In the right 
eye a persistent canal of Cloquet ran 
almost straight from the center of the 
optic disc forward and outward to the 
extreme temporal side of the posterior” 
capsule of the lens. At a point exact- 
ly anterior to the opacity, on the pos- 
terior capsule of the lens, was a slight 
flattening of the corneal limbus. There 
was also an opacity a little below the 
horizontal at the extreme nasal side of 
the posterior capsule of the lens. 

Discussion—Epwarp Jackson, Den- 
ver. The remains of the canal of 
Cloquet is exceptionally large in this 
case. The particle of tissue attached 
to the crystalline lens is also placed 
unusually toward the nasal side. 


Oculomotor Paralysis. 

J. S. Hm, Cheyenne, Wyoming, 
(by invitation) presented on behalf of 
G. L. Strader a man, aged thirty-eight 
years, who had come on October 3] 


300 COLORADO OPHTHALMOLOGICAL SOCIETY 


complaining of double vision and in- 
ability to open the right eye. He 
thought the disturbance had arisen in 
connection with the filling of a pyrene 
can. Fifteen years previously he had 
what had been diagnosed as a chancre, 
and had taken some internal treatment 
for five months. He had never noticed 
signs of the secondary or tertiary stages 
of syphilis. There was complete ptosis 
of the right upper eyelid, and the right 
eye turned outward and slightly down- 
ward. The pupil was widely dilated. 
The vision with a minus sphere which 
he was wearing was 20/50 in each eye. 
The teeth were badly diseased. A 
blood Wassermann test was negative. 
Nevertheless, the case was regarded as 
one of paralysis of the motor oculi, 
probably of luetic origin. The patient 
was put on potassium iodid. All of 
the teeth were extracted, and almost 
all were found to be infected. After 
one week a distinctly positive blood 
Wassermann test was obtained. The 
potassium iodid had been increased to 
fifty grains three times a day, but there 
had been very little improvement in 
the use of the muscles supplied by the 
third nerve. 

Discussion—G. F. Lipsy, Denver. 
In the past month I have had a 
similar case in a woman of thirty-seven 
years, in combination with a retrobul- 
bar optic neuritis. After one dose of 
606 there was marked improvement, 
the ptosis disappearing, and the in- 
ferior rectus recovering to the point 
where there was no diplopia except on 
looking down. The vision, which re- 
covered to 5/20, afterward dropped 
back to 5/60, showing that the optic 
nerve is still feeling the effect of the 
toxin. I had Wassermann tests made 
by two pathologists, one of whom re- 
ported the result as plus 2 to 3, and the 
other plus 4. 

Optic Atrophy from Pituitary Disease. 

H. R. Stitwitt, Denver, presented a 
girl, aged seventeen years, who had 
come on account of poor vision and at- 
tacks of dizziness. She had begun to 
menstruate at fourteen years, but 
menstruation had stopped eighteen 
months before report and had not re- 


appeared. At about five years of age 
she had begun to show weakness 4 
her legs, and had waddled in walkin 

About eighteen months before repent 
she had had nausea and vomiting for 
one day, and similar attacks recurred 
for five months at intervals of two or 
three weeks. Then the vision became 
cloudy. About three weeks later she 
fell to the floor with loss of conscious. 
ness, but no jerking. Several other at- 
tacks of dizziness and unconsciousness 
occurred. The vomiting spells were 
accompanied by severe headaches. In 
a later attack of unconsciousness 
which lasted for two days, there was 
loss of sphincter control. The vision 
had been completely lost about De- 
cember 19, 1921. The dizzy attacks 
had recurred at intervals of three or 
four weeks. There was some roaring 
and buzzing in the left ear, but without 
apparent diminution in hearing. The 
patient had gained ninety-two pounds 
in weight in the past sixteen months, 
but could walk as well as for the past 
twelve years except for the blindness. 
She now felt well, had no headaches, 
no dizziness, no nausea, and no pain. 
The appetite was good, the bowels 
regular, and she slept well. The 
weight was 202 pounds. The speech 
was clear, the memory good, and the 
patient seemed to be bright. She pre- 
sented an unusual amount of evenly 
distributed subcuticular fat thruout the 
face, neck, trunk, and _ extremities. 
There was a slow nystagmus. The 
optic discs were white. The consensual 


reaction of the pupils was _ present: 


when a light was flashed in the right 
eye. Roentgenographic examination 
showed marked enlargement of the 
sella turcica, and partial absorption of 
the posterior clinoid processes; these 
indications being interpreted as prob- 
ably due to enlargement or tumor of 
the pituitary gland. Examination of 
the spinal fluid was negative. 

Discussion—Erwarp Jackson, Den- 
ver. The general aspect of this case 
is the aspect of what has been called 
Frohlich’s syndrome. 

D. A. Strickter, Denver, suggested 
that the case might be operable thru 
the nose. 


a 
ou: 
att 
he 
Mi 
ba 
ri 
we 
We 
Th 
ext 
an 
fre 
31 
col 
sa 
aft 
lie 
ch 
lid 
the 
pu 
W 
ing 
na 
tin 
in 
th: 
De 
ph 
Ww 
ins 
th 
ph 
T 
br 
pa 
su: 
At 
to 
m 
TI 
fel 
gr 
de 
pa 
co 
ot 
an 


SOCIETY PROCEEDINGS 301 


Cc. E. Watker, Denver, referred to 
a case shown by him some time previ- 
ously, in which operation had not been 
attempted. Dr. Walker had_ recently 
heard that the young man was dead. 


Microphthalmus. 

J. A. McCaw, Denver, presented a 
baby boy who had been born with 
right microphthalmus. The other eye 
was absolutely normal, and the child 
was healthy in every other respect. 
The parentage and family history were 
excellent. The eyelids were normal 
and were completely differentiated 
from the eyeball. There was about a 
3 mm. cornea, and behind this was a 
corresponding area of iris tissue. 

Discussion—W. H. Crisp, Denver, I 
saw the case some months ago, shortly 
after birth of the child, and do not be- 
lieve there has been any appreciable 
change except freer opening of the eye- 
lids. I do not favor any action until 
the child is well into the age of 
puberty. 

G. L. Straper, Cheyenne, Wyoming. 
What would be the objection to wear- 
ing a small artificial eye over the 
natural eye? 

Dr. Crisp felt that at the present 
time there would be no real advantage 
in the wearing of an artificial eye, and 
that this might act as an irritant. 
Dendritic Keratitis. 

W. H. Crisp, Denver, presented a 
physician, aged twenty-seven years, 
who for about a week had been suffer- 
ing from an inflammatory condition of 
the left eye, associated with photo- 
phobia and_ excessive lacrimation. 
There was a typical, almost fern like 
branching shallow defect in the upper 
part of the cornea, with the merest 
suspicion of staining under fluorescein. 
Atropin had increased the inflamma- 
tory reaction, and the eye had become 
more comfortable under pilocarpin. 
The disturbance had followed a sharp 
febrile reaction, probably due to a brief 
gtippy condition. There were two or three 
definitely suspicious dead teeth. (The 
patient made a good recovery in the 
course of the next two weeks, without 
other treatment than rest from work 
and a mild tonic). 


Discussion—JAMES M. Sutetps, Den- 
ver, mentioned a case in which im- 
provement had rapidly followed the 
extraction of bad teeth. 

H. R. Denver, suggested 
that the patient was anemic and should 
receive iron. 


Interstitial Keratitis. 

W. H. Crisp, Denver, presented a 
negro, aged thirty-six years, who had 
on November 6 come complaining of 
inflammatory disturbances in both eyes 
of five weeks’ duration. There had 
been a general conjunctival redness, 
with marked photophobia and droop- 
ing of the eyelids, but only slight spots 
of infiltration in the corneas and a sug- 
gestion of vascularity extending a very 
short distance inside the limbus. In 
the course of a few days the spots of 
interstitial infiltration increased mod- 
erately, and a delicate general haze of 
the corneas became definitely apparent. 
A plus three Wassermann test was ob- 
tained, and the patient was, therefore 
put under injections of mercury and 
606. The vision with correction had 
fallen to R. 5/15, L. 5/30. 

W. H. Crisp, Secretary 


BALTIMORE CITY MEDICAL 
SOCIETY. 


Ophthalmological Section. 
November 23, 1922. 
Dr. J. W. Downey presiding 


Congestions and Inflammations of the 
Optic Discs. 

From the standpoint of the ophthal- 
mologist. Dr. Harry FrRIEDENWALD 
welcomed the opportunity which this 
discussion afforded tc endeavor to 
clarify some of the confusion that ex- 
ists as a result of the indiscriminate 
use of terms. “Papillitis” and “choked 
disc” are often used synonymously, 
and “optic neuritis” is applied to mild 
types of both. With the ophthalmo- 
scope we can see only the distal end 
of the optic nerve; the pathologic con- 
ditions there seen should be designated 
as choked disc (or papilledema), if 
edematous only, and as papillitis, if in- 
flammatory, as suggested by Leber. 
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He called attention to the appearance 
and gradual development of choked 
disc, following the description by 
Gunn, and adopted by Cushing. 

“Stage 1. This shows some hyper- 
emia of the discs with haziness of the 
upper and lower margins, where they 
are crossed by the main vessels. This 
haziness gradually spreads over and 
obscures the nasal half of the disc, the 
temporal edge remaining clear. There 
may be some narrowing of the physi- 
ologic cup and the veins are slightly 
full and sinuous. Visual acuity is not 
affected. 

“Stage 2. The swelling of the pa- 
pilla, now obscuring the temporal as 
well as the nasal margin, has become 
measurable, the physiologic cup is 
filled in, and there may be an exten- 
sion of the edema of the surrounding 
retina. There is an outspoken stasis 
with tortuousity of the veins. There 
is apt to be a subjective lowering of 
acuity. 

“Stage 3. There is a further swell- 
ing of the papilla, which is now defi- 
nitely prominent and spreads over a 
large fundus area. Its margins are 
lost. Fine striations appear in the 
edematous retina, particularly between 
disc and macula. Retinal hemorrhages 
may occur and venous stasis is marked, 
the congestion showing itself in the 
dilated palpebral venules as well as in 
the eyegrounds. Measured acuity is 
usually below normal. There is con- 
striction of all fields. 

“Stage 4. The papilla becomes more 
prominent and, losing its reddish color, 
appears more opaque. Hemorrhages 
may be more numerous and _ larger, 
and exudates similar to those seen in 
nephritis may be present on the disc 
or surrounding retina. Many cases, 
however, particularly those of slow on- 
set, remain free from hemorrhages and 
exudates. There is new tissue forma- 
tion, giving a fluffy appearance to the 
disc. Acuity of vision is considerably 
lowered. There may be transient 
amaurotic periods. 

“Stage 5. There is a gradually de- 
creasing vascularity of the papilla. Its 
surface becomes paler than normal and 
shows the fine, fluffy appearance due 


to new tissue formation, the contrag. 
tion of which tends to produce a sy, 
sidence of the measurable Swelling 
This may disclose the shimmerins 
atrophic disc as thru a mist. The 
arteries tend to become of smaller 
caliber and the thickening of thei 
perivascular lymph _ sheaths is ap- 
parent.” 

Many follow Uhthoff in calling only 
those cases choked disc in which there 
is at least two diopters of swelling, 
Friedenwald contended that any early 
case in which definite edema can be 
seen should be so designated, for q 
swelling of two diopters is quite arbj- 
trary and excludes the early stages, 

The diagnosis of “choked disc” de- 
pends not only on the ophthalmoscopic 
appearance, but also upon a functional 
examination made with care, for it js 
only in this way that we can differenti- 
ate it in some cases from “pseudoneu- 
ritis,” in others from papillitis. Cases 
of “pseudoneuritis” often look surpris- 
ingly like choked disc, and the usual 
presence of a high degree of hyperopia, 
tho it may arouse our suspicion, does 
not enable us to make the differentia- 
tion. Careful mapping out of the blind 
spot and of the limits of the fields of 
vision, as well as tests of central vis- 
ion, are needed. And even then we 
may still be in doubt and must watch 
the case and from time to time repeat 
the examinations, perhaps over a long 
period, before the diagnosis can be 
established. Cases of choked discs are 
on record which had been under ob- 
servation for two years, without di- 
minution of central vision or contrac- 
tion of the fields. Hemiopic limitations 
of the field may be found in choked 
disc and help us in the localization of 
the intracranial lesion. 

The evidence of pathologic examina- 
tion has definitely proved the nonin- 
flammatory character of “choked disc.” 
According to Wilbrand and Saenger 
(Vol. IV. p. 794), 44 cases out of 4 
examined showed entire absence of 
any inflammatory changes. Of the 
modern theories for the explanation of 
the edema of the optic disc due to in- 
creased intracranial pressure, none 
satisfy all the conditions met with. 
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As to the question of papillitis, I wish 
to point out that this condition is 
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ings, vascular and renal conditions. 
They should be studied by group 
medicine. Stereoscopic studies of X- 


usually a part of an optic neuritis, 
which has extended down to and in- 
volved the optic disc. In this condi- 
tion the essential change 1s inflamma- 
tory and due to various forms of men- 
ingitis, to syphilis, tuberculosis and to 
the influence of various poisons. The 
ophthalmoscopic changes in typical 
cases are very different from choked 
disc, the haziness of the disc appear- 
ing early and producing cloudy opaci- 
ties over and around the vessels, to- 
sether with rapid loss of disc margins. 
In most cases, the swelling is not 
marked, but it may become quite great. 
In this condition, as in choked disc, 
the greatest help in diagnosis 1s af- 
forded by the functional tests which 
usually show marked disturbances of 
vision ; peripheral, and more often still, 
central defects of high degree in the 
fields are present from the beginning. 

I leave to others the consideration 
of the means of differential diagnosis 
other than the ophthalmic. We must 
not overlook the fact that there are 
cases, especially when seen late, where 
all our means fail, and a definite diag- 
nosis is difficult or impossible. 

From the standpoint of the internist. 
Dr. M. C. Pincorr (by invitation): I 
think these cases fall naturally int» 
three groups. 

First. Those cases in which the oc- 
ulist is not consulted, such as those 
exhibiting classical symptoms of brain 
tumor with choked discs; and also 
many cases which are seen in coma, 
especially those that are seen out of 
the city in consultation. 

Second. Cases showing a moderate 
swelling of the discs, with indefinite 
symptoms, should have a very careful 
eyeground examination by an oculist 
as well as interpretation of functional 
tests. The regressive changes in a 
nervehead should certainly inter- 
preted by an oculist. 

Third. Cases referred by the oph- 
thalmologist should be most carefully 
studied from his standpoint, especially 
cases of papillitis. An accurate history 
is of great importance, including 
syphilis, tuberculosis, chronic poison- 


rays of skull are sometimes most help- 
ful. Lumbar puncture is often of 
help and, altho somewhat dangerous, 
if surrounded by all precautions is 
seldom serious. The stylet should be 
withdrawn very slowly to prevent sud- 
den lowering of pressure and if unto- 
ward symptoms develop, reinject nor- 
mal saline. If all examinations prove 
negative, should we inject air into the 
ventricles or what? ophthal- 
mologist is probably best fitted to 
judge whether life or vision is 
threatened. 

From the stand point of the neurologist. 
Dr. C. M. Byrnes (by invitation) said: 
I do not feel competent to differentiate 
between all optic nerve swellings. Some 
cases showing large intracranial growths 
at autopsy, show only indefinite eye 
changes. I often wonder how much im- 
portance should be given to eyegrounds. 
A case in point: White woman with 
pain in left side of face and anesthesia, 
no headaches or vomiting. Eyegrounds 
showed slight but indefinite changes. 
Blood and spinal fluid Wassermann 
negative, globulin negative, cell count of 
sixty-two, upon which it was assumed 
to be syphilitic and condition cleared up 
on treatment. I have never seen a 
syphilitic nervehead which could be 
taken for choked disc. Gliomas of the 
brain may be very extensive, with little 
change either in its function or in the 
fundal picture. (He then showed slides 
of brain tumors and choked discs.) 

From the standpoint of the surgeon. 
Dr. Water E. Danny (by _ invita- 
tion) said: We are still struggling 
among certain difficulties. There are 
at least two general causes, inflamma- 
tory and mechanical. These are best 
stated as “swelling of the nervehead,” 
and differentiated as to inflammatory 
or mechanical later. 

Under the mechanical, or choked 
discs, we must consider tumors, hy- 
pertension and nephritis. Under in- 
flammatory, or optic neuritis, occur 
the sinus infections and syphilitic in- 
volvements. It requires minute and 
thoro examination, along every line, 
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to eliminate all the possibilities. A 
choked disc is very important as to 
diagnosis, but of little or no value in 
localization. In order to produce 
choked disc, you must have sufficient 
pressure along the nerve sheath to 
cause stasis of the vessels. A tumor 
may at first produce a choked disc, and 
then later by obstructing the inner 
ends of the sheath cause less stasis and 
less choking, even in the presence of 
increased intracranial pressure. 

The sheath is usually open in chil- 
dren, but not so open in adults. <A 
mechanical or inflammatory disc may 
not always be differentiated by the 
ophthalmoscope. 

Discussion —Dr. A. D. McConacute 
said, that there was no question that 
sinuses did produce optic nerve changes, 
but if there was any evidence of choking 
an early decompression was indicated to 
save sight. 

Dr. Hrram Woops. We should cer- 
tainly make a careful distinction be- 
tween choked disc and papillitis. I 
believe that the direct and consensual 
reaction of the pupil is as important 
as choked disc in making a diagnosis. 

Dr. J. W. Downey spoke of the eye 
changes in the case mentioned by Dr. 
Byrnes as being one which could not 
be differentiated by the ophthalmo- 
scope. 

Dr. Harry FRIEDENWALD: There is 
usually no difficulty in telling choked 
disc from papillitis, but the unusual ones 
were especially difficult. 

Dr. M. C. Pincorr desired to know 
how long we should wait in cases of 
choked disc which gave negative find- 
ings. 

Dr. FRIEDENWALD answering said, if 
the fields begin to contract and if cen- 
tral vision began to be less acute, then 
do a decompression. 

Dr. W. E. Danny: A _ neurologist 
and a neurologic surgeon should make 
a diagnosis of the presence, or absence, 
of an intracranial growth in 95% of the 
cases. If there is an infected sinus, 
then the burden of proof is upon the 
one who says it is not from the sinus; 
if hypertension, the burden of proof 
upon those who say it is not hyperten- 
sion; if syphilis, then burden of proof 


upon those who say it is not syphilis 
etc. It is justifiable to inject air into 
the ventricles, if vision and fields begin 
to be lost. Spinal puncture gives fit. 
tle knowledge and is often dangerous 

One should first make a diagnosis ma 
to presence or absence of tumor, then 
localize and remove it, doing a de. 
compression only in the irremovable 
cases. 

C. A. Capp, Secretary. 
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November 13th, 1922. 
Dr. E. B. HEcKEL, President. 


Specific Vascular Descemetitis. 


Dr. Jos. E. WiL.etts exhibited the 
case of Mrs. A., aged 25, married. 
white; weight, 95 pounds; no children. 
one miscarriage. No previous eye 
trouble. Patient first seen July 27, 
1922. Eye symptoms were those of an 
acute conjunctivitis. Conjunctiva in- 
jected; lacrimation, with some coryza. 
Cornea clear. No increased tension 
Patient was given cargentos, grs. 15 
to oz. 1/2, and told to return in three 
days. On July 30th, all symptoms 
were accentuated. There were exces- 
sive lacrimation, photophobia, dimness 
of vision; no conjunctival secretion; 
anterior chamber deepened; no _ in- 
creased tension; pupils about normal. 
Epithelial layer and lamellae of the 
cornea were clear and unaffected. 

On the posterior surface of the cor- 
nea of the left eye, the membrane of 
Descemet was covered with long 
striated erosions, extending from the 
lower limbus to the upper margin of 
the pupil. They were in no sense de- 
posits and were not in the lamellae. 
Their appearance was compared to the 
marks left on the ground during rain, 
when the angle worms leave their 
trail. The center was more or less 
clean, but the edges were ragged, more 
opaque and slightly thickened. 

Following these, at the extreme low- 
er limbus, posterior to the lamellae of 
the cornea, there was a wall of minute 
penicillate capillaries, so dense and s0 
uniform in caliber and length, that their 
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ending would correspond to a_hori- 
zontal line. This uniformity was 
maintained until they reached the 
median line of the cornea, some two 
months later. At this period, some of 
the uniformity was lost, the smaller 
capillaries fading out while others: in- 
creased in caliber, extended and began 
to branch and later to anastomose, SO 
that the uniformity of the horizontal 
endings was lost. It was unlike any- 
thing seen before. A concentric or a 
fan shaped formation would not be un- 
usual. They could easily have been 
mistaken for a drop of fresh blood ly- 
ing in the anterior chamber. I ex- 
cluded, in my diagnosis, gumma of the 
ciliary body, because there was no dis- 
turbance of contour; parenchymatous 
keratitis, because the lamellae were in 
no way involved; iridocyclitis, be- 
cause there there was no pain or exu- 
date. 

I prescribed 1/16 gr. of mercury 
bichlorid and about 3 1/2 grs. of potas- 
sium iodid, t.i.d., and atropin, 2 grs. to 
the ounce, to be dropped in the eyes 
tid. On August 4th, condition un- 
changed, patient was referred to Dr. 
Ernest Willetts for a Wassermann 
test, which was reported very strongly 
positive. X-ray of teeth showed three 
slight areas of infection. The biniodid 
of mercury was continued until August 
21st. The vascularization, lacrimation 
and dimness of vision had gradually 
increased. The pathology was still 
confined to the membrane of Desce- 
met. There was no exudate in the an- 
terior chamber, no iritis or cyclitis, no 
disturbance of the lamella, and no pain 
or increased tension. 

Since she had taken internally four 
grains of bichlorid and about 180 
grains of iodid with no improvement, 
she was referred to Dr. Willetts and 
was given 5 grams of neoarsphenamin 
intravenously. Another 6 gram dose 
was given two days later, a third in- 
jection of 6 grams was given two days 
after this, and a fourth one of 6 grams 
on August 28th. During these seven 
days, the biniodid was not given. There 
was absolutely no improvement per- 
ceptible from these injections. She 
was put back on the 1/16 gr. of bini- 


odid, four times daily, until about Sept. 
6th, when I left the city, and the pa- 
tient was cared for by Dr. H. H. 
Turner. 

Dr. Turner can verify the horizontal 
alignment of the vessels, as it was 
maintained up to this time and later. 
There seemed to be some slight clear- 
ing of the opacity peripherally at this 
time. Dr. Turner thought, on account 
of the excessive lacrimation, that atro- 
pin in an ointment base would be bet- 
ter, and prescribed it in that form. He 
also withdrew the bichlorid and ad- 
ministered four grains of hydrargyri 
cum creta with iodid potassium, 15 
grs., t.i.d., increasing 1 gr. a day. On 
my return Sept. 20th, I found some 
slight peripheral improvement. I sent 
the patient to the pathologist for an- 
other Wassermann test, report of 
which came back “Very strongly posi- 
tive.” 

On Sept. 23rd, I put her back on 
1/16th gr. bichlorid, and atropin in 
solution, but continued the potassium 
iodid. I also ordered mercurial inunc- 
tions and another injection of 6 grams 
of neoarsphenamin. She was given 
another 6 grams on Sept. 26th. 

Symptoms of salivation occurred 
about this time, and the inunctions of 
mercury were withdrawn. The bichlorid 
was diminished to one dose per day 
until symptoms of salivation disap- 
peared. About this time, she also com- 
plained of dryness in the throat and 
the atropin was withdrawn for four 
days. There was slow, but steady im- 
provement. On Oct. 2nd, she was 
again given 6 grams of neoarsphenam- 
in intravenously, and another 6 grams 
on Oct. 7th, making eight injections 
in all. About this time an eruption 
began to appear from the prolonged 
use of iodes, which I did not withdraw, 
but reduced one drop a day until she 
was taking 12 drops, and then again 
increased until she is now taking 23 
drops t.i.d. At present, November 9th, 
the left eye is quiet; she can count 
fingers at 15 feet. Remains of some of 
the larger vessels, beginning below the 
scleral margin at the inferior limbus 
and extending up over the membrane 
of Descemet can be plainly seen 
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In this patient, I believe that vascu- 
larization was dependent upon the 
localized invasion of the spirochetes 
upon the membrane of Descemet, and 
was maintained in and confined to the 
membrane thruout the entire course 
of the disease. The involvement 
of the right eye, which began 
simultaneously with that of the left, 
has been more severe. While the for- 
mation of the vascularization was the 
same, it was more pronounced, slower 
to progress and slower in responding 
to treatment. The opacity was dim- 
mer and just now, on Nov. 9, is_ be- 
ginning to clear peripherally. 

When the patient was last seen, 
there was slightly increased tension, 
without pain, and the mydriatic was 
discontinued. She is now taking, in 
addition to the other treatment, cod 
liver oil, and later will receive tinc- 
tur of iron with bichlorid of mercury, 
which I shall continue after a negative 
Wassermann. She has taken internally 
approximately 4 ozs. of iodid of potas- 
sium and 26 grs. of mercury bichlorid, 
which was pushed to the point of sali- 
vation; has had 47 grams of neoar- 
sphenamin intravenously, and has had 
mercurial inunctions in both axillae 
and both popliteal spaces for two 
weeks. Notwithstanding this aggres- 
sive treatment, report of a Wasser- 
mann received this morning (Novem- 
ber 13th) is “very strongly positive.” 

We are familiar with the condition 
described in the text books as Desce- 
metitis, in which the posterior surface 
of the cornea is dotted with small 
opaque bodies generally arranged in 
pyramidal form. This is in no sense 
of the word a Descemetitis, but only 
an edematous condition of the endo- 
thelial layer of the membrane. Text 
book writers persist in calling this 
condition Descemetitis, when the prin- 
cipal diagnostic sign is admitted to be 
a deposit of an exudate from an adjac- 
ent inflamed organ, primarily the Col- 
lin’s gland in the ciliary body. Desce- 
met’s membrane itself presents no 
clinical picture or distinctive sign of an 
individual inflammation. Histological- 
ly unlike Bowman’s membrane, which 
is not a membrane but simply a con- 


densation of the lamellae of the cor- 
nea, which cannot possibly suffer in- 
vasion independent of all the corneal 
structure, the Membrana Descemet; 
being a separate membrane, is histo. 
logically open to individual attack jp. 
dependent of corneal parenchymatous 
involvement. 

In this patient, I believe that the in. 
flammation originated, was maintained 
in and confined to the membrane of 
Descemet, and from _ conclusions 
formed from observing its beginning 
and course, I am classifying it as 
Descemetitis vasculosa. Just why this 
patient should have departed from the 
classical type of ocular inflammation 
known as interstitial keratitis, so com- 
mon in specific heredity, I am not pre- 
pared to say; and, considering the 
similarity between Descemet’s mem- 
brane and the vitreous membrane of 
the choroid, with which it is continu- 
ous thru the ligamentum _pectina- 
tum, I am unable to understand, in 
view of the prolonged violent inflam- 
mation, why there was no active in- 
volvement of the choroid, ciliary body, 
iris or lamellae of the cornea. ; 

Discussion—Dr. Kress thought the 
case an atypical form of interstitial 
keratitis, and that the vascularization 
of the cornea is not in or upon Desce- 
met’s membrane. He thought tuber- 
culosis might be a factor in the condi- 
tion and suggested the diagnostic use 
of tuberculin. 

Dr. Kocn thought the case one of 
interstitial keratitis occurring later in 
life than usual. 

Dr. STIEREN believed the vasculari- 
zation to be not deep in the cornea, 
but anterior and just beneath Bow- 
man’s membrane. He raised the ques- 
tion of the relative therapeutic value 
in interstitial keratitis of intravenous 
administration of arsphenamin and bi- 
chlorid of mercury given by mouth. 
He believes in the latter, pushed rapid- 
ly to the point of intolerance, and sees 
no advantage in intravenous medica- 
tion in this condition. 

Dr. Hecket does not give potas- 
sium iodid in these cases, but relies on 
bichlorid of mercury by mouth, a 
convenient prescription for regulating 
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the dosage by drops, being hydrargyri 
chlorid corrosivi, gr. 2, sodi chlorid, 
rs. 3 to 5, aquae, qs. ad fl. ozs. 3. He 
thought this case one of parenchy- 
s keratitis. 
= KREBS uses Syrup of the iodid of 
in addition to bichlorid of mer- 
and has the urine examined fre- 
an index of mercury toler- 


iron, 
cury, 
quently as 


ance. 
Dr. TURNER thinks now that the case 


is an atypical one of interstitial kera- 
titis. When he first saw the patient for 
Dr. Willetts, the condition of the cor- 
nea looked somewhat like pannus 
carnosus. The corneal vessels came 
up from a point well down in the cor- 
nea and radiated in arborescent fash- 
ion from limbus to limbus. 

Dr. WILLETTS, in closing, stressed 
again the horizontal alignment of the 
vascularization at its inception. Clear- 
ing of the corneae has. been in sections, 
the peripheral portions being the first 
to clear. 


Unilateral Proptosis, Abscess of the 
Frontal Lobe of Brain. 

Dr. Epwarp A. WEIsSER reported 
the case of J. L., white, male, aged 9, 
admitted to St. Francis Hospital on 
Oct. 9, 1922. Three weeks previously, 
he was hit over the left eye with a 
good sized stone. Three days later, 
eye became swollen and painful; later 
the swelling subsided and the pain be- 
case less severe. 

On admission to hospital, the child 
was restless and irritable; mentality 
was not affected. There was no 
rigidity, no Kernig. On account of 
the absence of meningitis, lumbar 
puncture was thought unnecessary. 

Examination of eyes showed right 
eye to be normal in all respects. Left 
eye, cornea was clear; pupil 6 mm., re- 
acted slightly to light; markedly 
proptosed; all extraocular movements 
were very much limited, more particu- 
larly outwardly. On Oct. 14th, in 
early morning, patient had fifteen con- 
vulsive seizures over a period of thirty 
minutes; consisting of marked spastic, 
jerky movements of the left arm, 
nystagmus of each eye, internal rota- 
tion of right eye, left eye fixed in 


median line, lower extremities appar- 
ently unaffected during attack. The 
attacks lasted from 30 to 60 seconds; 
during and between attacks patient 
was unconscious. An_ exploratory 
lumbar puncture was made, which 
showed spinal fluid greatly increased 
in pressure, but no turbidity; 15 c.c. 
were withdrawn. Convulsive seizures 
afterward became increased and _ in- 
volved the lower extremities. Ex- 
amination of the spinal fluid showed 
a count of 49 cells, with a preponder- 
ance of large mononuclears; globulin 
content, plus; Wassermann, negative. 
There was no growth in culture of 
spinal fluid in 48 hours. White blood 
count on Oct. 12th, was 9780; on Oct. 
14th, 16,250; on Oct 30th, 61,500. 

Patient had frontal headaches fre- 
quently, and complained of these chief- 
ly in the morning. On Oct. 29th, com- 
plained of frontal headache and pain 
in neck; no stiffness, Kernig sign quite 
suggestive. Patient was stuprous and 
appeared delirious at times. His 
temperature ran from 100 to 102, 
gradually rising, and once went to 104. 
Pulse rate was not in proportion to 
height of temperature. X-ray of pa- 
tient’s head showed absence of frontal 
sinuses. Dr. Geo. J. Wright saw pa- 
tient on Oct. 30th, and suggested the 
possibility of an abscess in the frontal 
lobe. On Oct. 3lst, Dr. Homer Mc- 
Cready made an exploratory operation 
of the frontal sinuses, but found noth- 
ing. He went thru the skull and found 
a large abscess, about the size of an 
orange, in the frontal lobe of the brain, 
from which one cup of pus was ob- 
tained. The eyeball receded, but the 
patient kept getting worse after opera- 
tion and died on Nov. 5th. 


Penetrating Injury of Eyeball. 

Dr. J. Cryp—E MARKEL reported the 
case of A. H., colored, aged 51, livery- 
man, admitted to the hospital on Aug- 
ust 8th, 1922, giving a history of hav- 
ing been injured early the same morn- 
ing while at work in a stable. His 
statement was that while throwing 
the harness on a horse, a strap swung 
around under the horse’s neck and 
struck his left eye. Examination 


cor- 
-T in- 
Teal 
emeti, 
histo- 
k in- 
atous 
in- 
ained 
ne of 
in 
ari- 
ea, 
es- 
lue 
us 
bi- 
th. 
id- 
Ca- 
S- 
on 

a 
ng 


308 PITTSBURGH OPHTHALMOLOGIOAL SOCIETY 


showed a _ ruptured globe, a_ badly 
lacerated, ragged wound of the cornea, 
about 1 cm. long, running vertically 
thru the inner limbus. A large portion 
of the lacerated iris prolapsed thru the 
wound and the globe was partially col- 
lapsed. 

Iris was excised and scleral suture 
inserted. Tetanus antitoxin was ad- 
ministered. A bad prognosis was 
given. When seen early next morning, 
the patient was found to have had a 
very bad night, with excruciating pain 
in the eye and head. Panophthalmitis 
had begun to develop, lids were 
swollen and edematous, conjunctiva 
very chemotic, rolling over the cornea 
sufficiently to hide it. In the afternoon, 
he consented to enucleation, which 
was then done under general anes- 
thesia. On opening the globe, the 
structures were found greatly dis- 
organized, the vitreous was filled with 
a large blood clot and some pus. In 
the center of the globe was found a 
large tough body, which proved to be 
a piece of leather 9x7x3 mm. 

The history given by the patient 
when he was first seen, was doubted, 
for it seemed inconceivable that a blow 
with a strap in the manner described 
could produce such traumatism. The 
recovery of the leather proved that the 
injury had been produced in some 
other way. Inquiry elsewhere re- 
vealed the fact that patient had had 
some altercation with another employe, 
and the supposition is that he was 
struck with the leather cracker of a 
teamster’s whip with sufficient force 
to break the end off as it struck the 
eye. This version the victim emphati- 
cally denied, and insisted that his 
original story was correct. He made 
an uneventful recovery and had an un- 
usual amount of movement in his arti- 
ficial eye. 

In discussion the consensus of opinion 
was that the patient’s history was not 
plausible. 


Gumma of Eyelid. 

Dr. Epwarp B. Hecke exhibited an 
adult, male, colored, with a gumma at 
the junction of the middle and inner 
third of the left upper eyelid, who pre- 


sented on Sept. 13, 1922. Blood Was- 
sermann was negative, which D; 
Heckel stated in his experience js not 
unusual in gummatous conditions. The 
lesion is now broken down and is re. 
sponding to mercury, which is bein 
administered in the form of 1/12 gr 
doses of bichlorid by the mouth. ~~ 

In discussion, Dr. STIEREN stated that 
he has seen the primary lesion of syphilis 
on the lid, but never a gumma. He had 
a case of gumma of the lacrimal sac: it 
did not break down. 

Dr. WEISSER saw a gumma of the eve- 
lid 10 cm. in diameter, with punched out 
margin and an indurated area around. 
It could not be seen unless the lid was 
everted. 

Georce H. Suuman, M. D. 
Secretary, 


COLLEGE OF PHYSICIANS OF 
PHILADELPHIA. 


Section on Ophthalmology. 
November 16, 1922. 
Dr. McCrtuney Rapcwirre, Chairman. 


Sarcoma of Lid. 

Dr. Cartes E. G. SHANNON ex- 
hibited a case of primary sarcoma of 
the lid in a woman, 79 years of age. 
Family and personal history negative. 
Physical examination negative. She 
first noticed a small swelling at inner 
third upper lid, O. D., about two years 
ago. This swelling slowly increased 
in size. Six months ago the tumor, 
presumably a chalazion, was incised, 
following which the growth enlarged 
very rapidly until it assumed its pres- 
ent appearance. 

The skin surface of the lid is dis- 
torted and of a dark red color, in which 
dilated veins are observed. On ever- 
sion of the lid, a large irregularly 
shaped, broadly pedunculated mass is 
noted in the outer two-thirds, while 
the inner third is occupied by a fairly 
large, resistant swelling. The surface 
of the tumor is granulated and tends 
to bleed on manipulation, and is bathed 
with mucopurulent material. The 
scleral conjunctiva shows no invasion 
of the growth. The cornea is mact- 
lated. with reduction of vision to 10/200. 
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Dr. Crawford, Pathologist of Jeffer- 
son Hospital, reports a mixed cell 
In view of the history of 


sarcoma. 
the case, a diagnosis of primary 
sarcoma of the lid seems warranted. 


While excision of the growth may ulti- 

mately be necessary, Dr. Hansell has 

advised X-ray treatment every four 

weeks. 

Gun Shot Wound, with Fragment of 
Finger in Globe. 

Dr. CHAPIN CARPENTER (by invita- 
tion) reported an unusual result of a 
gun shot wound of the eye. A hunter 
laid his gun on a fence, from whence 
it was dislodged and discharged, with 
the full force of the charge passing 
thru the fingers of the left hand, about 
a foot and a half from the man’s face. 
An extensive wound of the globe re- 
sulted, and the patient was advised to 
have immediate enucleation. This was 
refused for twenty-four hours, at 
which time the anterior chamber had 
cleared sufficiently of the blood to 
show a foreign substance protruding 
into the anterior chamber. Enuclea- 
tion was then done, and in the globe 
was found a piece of bone from the 
finger of the patient’s left hand, 15x8 
mm. X-ray picture had been made 
without the foreign body casting any 
visible shadow. The bone was lodged 
in the vitreous and protruded into the 
anterior chamber, and had dislocated 
and shattered the lens. Its origin was 
from the first phalanx of the index 
finger. 

In spite of the extensive injury the 
eyeball was not collapsed, and the pa- 
tient could see light for a few hours 
after the injury. The negative X-ray 
report, together with these. features, 
made the case more than of usual in- 
terest. 


Complete Discission for Traumatic 


Cataract. 

Dr. Wm. ZENTMAYER showed a pa- 
tient on whom he had performed dis- 
cission of the lens for traumatic cata- 
ract, after the manner suggested by 
Dr. Ziegler. No difficulty was expe- 
rienced in making a V shaped thru 
and thru incision in the lens. The up- 
per portion of the triangular lens mass 
tilted forward and some of the corti- 


cal matter dropped into the bottom of 
the anterior chamber. The absorption 
of the lens was rapid, in comparison 
to that following the ordinary method 
of discission, so that today, nine days 
after the operation, the lens has almost 
entirely disappeared. There was lit- 
tle reaction until today, when a hemor- 
rhage appeared in the anterior part of 
the vitreous. 

Discussion-—Dr. S. Lewis ZIEGLER 
suggested, that in making a peripheral 
incision of the capsule or lens with the 
knife needle, the edge of the ciliary 
processes might protrude farther than 
usual and be punctured, causing a 
sharp cyclitis, with or without plastic 
exudate. An experience of that kind 
had caused him to make a slight 
change in his technic in order to obvi- 
ate this. Instead of poising the knife 
point over the capsule and making a 
dart like thrust, he now lays his knife 
needle on the tissue, presses it down 
toward the optic disc and then makes 
the dart like thrust, thus escaping the 
danger of wounding the ciliary body. 
Of course, the pouring out of the trau- 
matic cortex may have originated the 
slight exudate in this case. He would 
suggest the use of ice pads, leech and 
calomel, together with hypodermic in- 
jection of mixed infection phylacogen, 
2 cc., on alternate days. 


Myxosarcoma Involving Orbit, Elec- 
trocoagulation. 

Dr. Epwin Miter presented for 
Dr. Luther C. Peter, a boy, aged 6, 
seen at the Polyclinic Hospital, June 
21, 1922, with the appearance of an 
abscess of the lower and inner aspect 
of the left orbit, of five weeks’ duration. 
The eye was pushed up and out, but 
was not involved. The X-rays showed 
frontals poorly developed but clear, 
as were all other sinuses. There was 
an unerupted tooth in left canine area, 
in an unusually high position. This 
the roentgenologist thought might be 
the cause of the swelling under the 
orbit. Physical examination by the 
Children’s Department was negative. 
Von Pirquet and blood Wassermann 
negative. Leucocyte count, 5000. 

One June 23d, under ether, the area 
which appeared to be pointing was 
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freely opened, but no pus was ob- 
tained. The orbit was carefully ex- 
plored with a groove director without 
results. A rubber drain was inserted. 
Feeling that a pus pocket might have 
been overlooked, the wound was re- 
opened and enlarged five days later, 
and the entire orbit explored. Dr. 
Schatz, from Dr. Butler’s service, was 
called in, and he removed the inferior 
turbinate and the anterior end of the 
middle turbinate and cureted out the 
ethmoids, which were found to be 
necrosed. A free opening was made 
from the orbit to the nose, and a drain 


inserted. The: material from this area 
in the orbit was examined, and _ re- 
ported as granulation tissue. 

After the second operation. the 


proptosis markedly increased, the eye 
pushed up and out, the disc became 
blurred and swollen, the vitreous hazy 
and the cornea steamy. Dr. Wm. T. 
Shoemaker saw the case in consulta- 
tion, and a tentative diagnosis of sar- 
coma was made. Leucocyte count, 
14,000. 

Under ether anesthesia the contents 
of the orbit were eviscerated by Dr. 
Wm. I.. Clark by the electrocoagula- 
tion method. The orbit was dressed 
with dichloramin T, but as this was 
irritating, genetian violet was substi- 
tuted. The child made an _ uninter- 
rupted recovery. Parts of the upper 
lid were not destroyed. In October 
the remaining lid was split, the car- 
tilage was removed, and the skin used 
to line the orbit, leaving a smooth, 
clean surface. There has been no sign 
of recurrence. Examination of the 
mass containing the eyeball was ob- 
tained from two pathologists, one re- 
porting small round cell sarcoma, the 
other myxosarcoma. 


Herpes Zoster Ophthalmicus. 

Dr. Wm. J. CrEIGHTON reported of 
a middle aged, well nourished, ap- 
parently healthy white male. There 
was no history of any definite cause, 
such as exposure to cold, dampness, 
or the taking of arsenic. He had a left 
sided intercostal herpes five years be- 
fore. 


There was intense darting neuralgic 
pain in the left eye and the region of 


the left eyebrow, forehead over to the 
median line, up the left side of the 
scalp and down the left side of the 
nose from the root to the tip. There 
was an eruption of numerous vesicles, 
of variable size ranging from a pin 
head to that of a pea. These were 
situated on inflammatory bases and 
were scattered over the above areas 
more or less in chain formation. There 
was redness and edema of the upper 
lid, with a chain of vesicles most 
marked horizontally just above the lid 
margin. Swelling and injection of 
bulbar conjunctiva, with excessive 
lacrimation and several small hemor- 
rhagic areas. The cornea showed dj- 
minished sensation as compared with 
the right eye, and there were four or 
five superficial erosions or ulcers and 
a grayish infiltrate in the center oc- 
cupying the superficial and deeper lay- 
ers; these areas stained readily with 
fluorescein. There was a mild iritis, but 
the pupil readily dilated to atropin. 
The ophthalmoscopic examination, 
aside from the corneal involvement, 
was negative. The tension was nor- 
mal. 

As to general examination, the heart 
and lungs were normal, blood pressure, 
140 systolic, 85 diastolic; urine nega- 
tive, except for a small trace of indi- 
can; Wassermann negative; blood pic- 
ture negative, the hemoglobin being 
85%, and no malarial parasites were 
found in either the fresh or stained 
smears. Nose and throat examination 
was negative. X-ray of skull and 
sinuses negative, of the teeth showed 
an abscess at root of second molar 
lower right. 

As to the treatment: Locally, for 
the skin condition, a paste of zinc and 
starch was used. Hot magnesium sul- 
phat stupes, holocain and atropin, and 
iodoform ointment and a bandage were 
used early in the eye, later atropin 
and dionin. Generally, purgation, 
quinin and phenacetin were given 
early, but the pain was so severe that 
morphin had to be given. As the pain 
lessened, a prescription containing zinc 
phos., strychnin and quinin was em- 
ployed. 

At the present time the patient pre- 
sents numerous scars and pits, most 
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marked on the forehead and scalp, 
where there 1s also some loss of hair. 
The cornea still shows the central 
opacity which is gradually clearing 
and is somewhat anesthetic. The irri- 
tation, both conjunctival and ciliary, 
is very much less. The tension is now 
below normal. ; 

Discussion— Dr. JOHN CaRPEN- 
rer referred to the modern view, that 
herpes zoster ophthalmicus was to be 
regarded as an infectious specific dis- 
ease, possibly showing particular 
selective action on the Gasserian gang- 
lion. In addition to the local measures 
used in the present case, he had recent- 
ly had a remarkably rapid and favor- 
able termination in an_ unusually 
severe case of herpes zoster from the 
administration of large doses. of 
quinin, in accordance with the old time 
clinical practice. The prompt cure in 
this case was not due to any malarial 
toxemia, which was absent as in Dr. 
Creighton’s patient. 

Dr. Wm. ZENTMAYER said that in 
herpes zoster ophthalmicus there were 
two complications which were of in- 
terest and which appeared to be absent 
in Dr. Creighton’s case. In some of 
these cases, after the efflorescence has 
subsided a paralysis of one of the ocu- 
lar muscles develops, the third nerve 
most commonly and the fourth rarely. 
Several views have been advanced to 
explain this. Head and Campbell 
found hemorrhages in the Gasserian 
ganglion, while another observer found 
thrombi in the ocular muscles. 

The second complication is_ glau- 
coma, and this has been observed fre- 
quently enough to have been the sub- 
ject of a report by Weeks, of New 
York. Just the opposite condition 
(hypotony) may occur. Finally, there 
is some diagnostic interest in that the 
corneal lesion often bears a morpho- 
logic resemblence to disciform kerati- 
tis. Of course, it has no relation to 
this disease, other than that they may 
both have a neuropathic origin. 

Dr. WittrAM G. SPILLER said, in 
some of the cases of herpes zoster oph- 
thalmicus the sympathetic fibers to 
the eye are affected, altho they were 
not paralyzed in the case presented 
this evening. It is probable that these 


fibers reach the eye from the Gasserian 
ganglion, thru the first division of the 
fifth nerve. Dr. Dorrance has reported 
that when he injected the Gasserian 
ganglion with alcohol, he observed 
flushing of the ophthalmic nerve dis- 
tribution. 

Nearly thirty years ago Dr. Spiller 
had the opportunity to determine, that 
in a case of Pott’s disease a herpes 
zoster in the distribution of the sec- 
ond thoracic nerve was associated with 
miliary tubercles over the spinal gang- 
lion of this nerve, and the first thoracic 
spinal ganglion, which had been re- 
moved by mistake, was normal. Dis- 
ease of the spinal ganglion, or of the 
Gasserian ganglion, in the case of the 
fifth nerve, may be the cause of herpes 
zoster. 

Dr. S. Lewis ZIEGLER stated that he 
had once suffered from a mild attack 
of herpes of the left eyebrow, after ex- 
posure to a nocturnal draft of cold air, 
followed by a day’s ride in an Europe- 
an train with exposure to similar 
drafts. There was also a marked swell- 
ing of the nasal tissue but without dis- 
charge. The pain was of a dull bor- 
ing character. The cornea was not in- 
volved. The attack promptly yielded 
to the administration of hyoscin, 
morphin and pilocarpin together with 
intranasal applications. 

Ocular Phases of Little’s Disease. 

Dr. Wn. CAMPBELL Posey said; in 
1861, Little, a British orthopedist, was 
the first to call attention to the condi- 
tion not infrequently observed in con- 
sequence of premature birth, mechani- 
cal injuries during parturition to the 
fetal head, etc., in consequence of 
which convulsions are excited after 
birth and are succeeded by a determi- 
nate affection of the limbs of the child. 
Little designated this disease as “spas- 
tic rigidity of the limbs of new born 
children,” altho it is now usually 
designated as “Little’s Disease.” 

Dr. Posey gave a resumé of the 
neurologic aspects of the disease, call- 
ing attention to the early involvement 
of the muscular system, chiefly mani- 
festing itself by the difficulty of separ- 
ating the thighs, the lower limbs being 
held stiffly, the thighs rotated inwards, 
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and so strongly adducted that the 
knees touch each other and in walking 
rub against each other. The arms are 
involved in many cases, but in others 
completely spared. In pure cases of 
spastic paresis of the lower or of all 
four extremeties, Oppenheim points 
out that the symptoms must corre- 
spond completely with those of spastic 
spinal paralysis and that there must 
be no indication of nondevelopment or 
incomplete development or degenera- 
tion of the spinal pyramidal tracts. In 
such cases, other symptoms are gen- 
erally present, which reveal the cere- 
bral origin of the disease. Among these 
are ocular symptoms, disturbance in 
speech and sometimes difficulty in 
swallowing, convulsions and epilepsy. 
Strabismus is the most constant of the 
ocular symptoms. Feer found it in 
30 per cent of the cases which were 
without cerebral complications, and in 
40 per cent where such was the case. 
Altho thought in most cases to be 
merely a concomitant squint, due to 
errors of refraction, Dr. Posey stated 
that a study of the literature showed 
marked degrees of ametropia in so 
few cases that we must assume that 
the deviations are due in most in- 
stances to innervational disturbances 
produced by the disease, and that they 
vary in degree and kind according to 
the location and extent of the cere- 
bral lesion. Spasticity of the eye mus- 
cles, such as occurs in the extremeties, 
is rarely present. Nystagmus occurs 
next in relative frequency. Paralysis 
of the eye muscles and optic nerve 
atrophy are very rare. 

CasE 1, was that of a young man 
presenting all the classic symptoms of 
Little’s disease, with convergent 
strabismus. The disease had resulted 
from a very prolonged labor, the child 
being born in a condition of asphyxia 
pallida. Spasticity of the eye muscles 
was absent. Advancement of both ex- 
terni under ether corrected the de- 
formity. 

CasE 2 was that of a girl twin, who 
presented the rare anomaly of an- 
otropia, both eyes rotating upward 
under cover. Convulsions appeared 
after the first examination of the 
eyes, which was made when the 


child was about five years old. [p 
common with her sister, the patient 
had a somewhat spastic condition of 
the muscles of the lower part of the 
face and a peculiar manner of Speak- 
ing. Dr. Spiller studied this case and 
made the diagnosis of Little’s disease 

He rendered a similar diagnosis in 
Case 3, that of a young man whom 
Dr. Posey had followed since infancy 
with nystagmic movement of both 
eyeballs, most marked in lateral ex- 
cursions, and slight tremor of the head. 
The ocular conditions had resulted 
from a prolonged labor and were at- 
tended with other signs of faulty de- 
velopment. 

Discussion—Dr. G. Sprrer 
said, altho Little expressed his views 
clearly in a paper in 1861 and had in- 
deed made them known in 1853, we 
are still in some uncertainty as to what 
we shall include under the term Lit- 
tle’s Disease. Little included all the 
conditions which, occurring before 
birth, at the time of birth, or shortly 
after birth, were capable of producing 
spastic paralysis of the limbs. He in- 
cluded cases of premature birth, cases 
resulting from asphyxiation durjng 
birth, cases from injury to the head 
during birth or shortly after, cases 
with mental impairment even idiocy, 
cases with convulsions, etc. Brissaud 
attempted to exclude the cases with 
convulsions or disturbance of intellect, 
but this is not what Little intended to 
do. Van Gehuchten even desired to 
limit the term Little’s disease to cases 
of premature birth. 

The brain of a newborn child at full 
term is soft and imperfectly medul- 
lated, and when slight trauma occurs, 
it is capable of producing grave dis- 
turbance. Asphyxiation may arrest 
the development of cortical nerve cells, 
and it is surprising that it does not 
more often cause optic nerve atrophy. 
There is a patient in the Philadelphia 
Hospital, who in 1903 had a severe loss 
of blood, so that his red cell count was 
little over one million and his hemo- 
globin 16 per cent. Shortly after the 
hemorrhage occurred, he began to lose 
his sight and has had optic atrophy 
ever since. After sight was lost he be- 
came paralyzed in the lower limbs, and 
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three months later, paralyzed in the 
upper limbs. He has regained the 
‘ower of his limbs. In this case the 
effect of disturbed circulation on the 
optic nerves was clearly shown. 

When a child is born prematurely, 
the nerve fibers do not become proper- 
ly medullated after birth and inco- 
ordination results. He believed that 
the strabismus and nystagmus fre- 
quently seen in children born prema- 
turely is to be attributed to incoordi- 
nation produced in this way, as the 
cortex has very imperfect connection 
with the nuclei of the ocular nerves, 
and incoordination must result. 

Spastic diplegia may be associated 
with arrest in the development of some 
part of the brain in addition to that of 
the motor fibers. There might be a 
failure of development of the visual 
system, as in a case reported by him 
many years ago. When lesions have 
developed in various parts of the cor- 
tex, as from trauma, different forms of 
visual disturbance are possible, pro- 
vided the visual system is implicated. 
In some cases of spastic diplegia the 
pons seems to be especially affected, as 
noted chiefly by Oppenheim, and in 
these cases paralysis of nerves to ocu- 
lar muscles might readily occur. 

It is a question whether it would not 
be better to drop the term of Little’s 
disease and speak of congenital spastic 
diplegia. This condition has been known 
to exist from high cervical lesions. The 
term Little’s disease owes its popularity 
especially to French writers. 

Toxic Amblyopia with Retinal Hemor- 
rhage. 

Dr. WiLLIAM ZENTMAYER presented 
J. H., white, fifty-four, laborer, ex- 
amined at Wills Hospital Nov. 8, 1922, 
complaining of failing vision, the con- 
dition having grown steadily worse 
during the previous two weeks. Has 
been a heavy drinker for thirty-six 
years, and for the past four months 
has drunk from one to one and a half 
pints of whiskey, denaturated alcohol, 
and gin daily. Has smoked and chewed 
tobacco, on an average of six ounces a 
week, for forty years. Vision O. D.. 
2/LX; O. S. 1/LX. 

Aside from arcus senilis, the external 
examination of the eye is negative. 


Pupils measure 3.5 mm., and react 
normally to light and convergence. 

O. D., media clear. Margins of disc 
indistinct, temporal half shows atroph- 
ic pallor. Veins are irregular in cali- 
ber. Inferior temporal vein is large 
and tortuous. Arteries are too bright. 

O. S., media, disc and vessels as in 
O. D. About 4 d. d. diameter from the 
disc along the superior temporal ves- 
sels there is a pale hemorrhage, about 
1/2 d. d. in size and in part overlaying 
the vein. 

Visual fields, O. D., form field nor- 
mal. Color field somewhat contracted. 
Central scotoma 35°x25° extending 
20° toward the blind spot and 15° 
nasalward. O. S. Form field shuws 
contraction, especially on nasal side. 
Color field somewhat contracted. Cen- 
tral scotoma 30°x25° extending equi- 
distant on each side of fixation. 

In both eyes the scotoma could be 
detected with 1.7° white test object. 
The scotoma indicated is mapped with 
1° red test object. There is a central 
scotoma for a blue stimulus of small 
visual angle, but not for blue of 1°. 
Color field limits had to be mapped 
with 2° test object, altho 1° was suffi- 
cient for white. 

Physical examination: Heart sounds 
normal. Radials firm but not distinct- 
ly sclerosed. Pulse 84. Teeth in good 
condition except for pyorrhea and two 
stumps. Patellar reflex, Romberg, 
and gait normal. Slight tremor of . 
hands when arms are extended. Treat- 
ment has consisted in sweats, laxa- 
tives, nitroglycerin strychnin. 
There has been little improvement in 
vision. The retinal hemorrhage has 
all but disappeared. 

The history of this case suggests 
that it was one of ethyl methyl alcohol 
tobacco amblyopia. Interest attaches 
to the presence of retinal hemorrhages 
in amblyopia as to the possible bear- 
ing of arteriosclerosis in determining 
the toxic effect of these agents upon 
the retina and optic nerve. 

Reviewing the cases reported, the 
observations of Scalinci and Kruger 
as to the frequency with which in- 
stances of arteriosclerosis are found in 
toxic retrobulbar neuritis, together 
with the histologic observations of 
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Sachs as to the presence of a proliferat- 
ing endophlebitis, a periphlebitis and 
a choking of the peripheral capillaries 
with small extravasations from them, 
lend support to Scalinci’s view that 
arteriosclerosis is the factor determin- 
ing whether these agents will effect 
the optic nerve and retina, and also 
explains individual susceptibility. 
Lerr 


270 


Fig. 1. 


after removal of teeth. This case will 
be reported in full in an early number 
of the A. J. O. 
Rupture of the Sclera. 
Dr. Aaron Bray read the report of 
a case published in this journal, see p 
38. 
CHARLES R. 


Heep, M.D. 
Clerk. 


Fig. 2. 


Figs. 1 and 2. Fields of Mrs. J. M. B., Oct. 12, 1922. Taken by daylight with white test object 1 cm. in 
diameter. 


Discussion —Dr. CAMPBFLL 
Posey said that altho very pronounced 
cases of toxic amblyopia were uncom- 
mon, those of lesser degree, in conse- 
quence of which vision was but slight- 
ly reduced, were comparatively com- 
mon. Such were the cases where in 
addition to the toxic agent, there was 
a general arterial sclerosis and faulty 
elimination, from defective renal or in- 
testinal action. In addition to the 
torpor retinae present in such cases, 
the ciliary muscles seemed to him to 
be implicated also, as so many of his 
cases of this nature exhibited such fre- 
quent changes in sphero-cylindrical 
combinations and axes until the toxic 
source had been removed by suitable 
measures. 


Papillitis from Focal Infection. 


Dr. L. F. ApplreMAN reported a 
striking case of impairment of sight, 
progressive for years, and recovery 


NASHVILLE ACADEMY OF OPH- 
THALMOLOGY AND OTO- 
LARYNGOLOGY. 
November 20, 1922. 

Dr. M. M. Cuttom, President. 

Scleral Ectasia. 

Dr. Hititrarp Woop exhibited Mrs. 
J. M. B., aet 24, first seen on Sep- 
tember 5, 1922, giving the following 
history: Right eye; no history or trouble. 
Sclerotic slightly bluish above. Left eye: 
Three or four years ago eye slightly 
burned by cigar ashes; no special trouble 
at that time. Two years ago noticed 
growth in upper portion of eyeball. 
This growth has since gradually in- 
ceased in size; is not painful; no dis- 
charge; but eye frequently becomes in- 
jected, red, watery. At such times 
growth seems larger, than in the in- 
tervals between the congestive attacks. 
No impaimment of vision. Was treated 
several years ago for pyorrhea. Had 
tonsillectomy two months ago. 


20/ 
Ext 
cor 
sen 
tur 
eye 
anc 
wien the 
te 4 120 60 : 20 
tu 
cc 
dc 
ti 
W 
T 
Pp 
k 
d 
is 
te 
nN 
n 


SOCIETY PROCEEDINGS 315 


Examination shows vision each eye 
20/20; accepts no lenses. Right eye: 
Extraocular muscles, lids, conjunctiva, 
cornea, iris, lens, pupil and fundus pre- 
sent no pathology. No evidence of 
tumor, either outside or inside of the 
eve. Left eye: Extraocular muscles 
and lacrimal apparatus normal. When 
the upper lid is raised and the eye 


LEFT 


Fig. 3. 
Figs. 3 and 4. Fields of Mrs. J. M. B., November 6, 1 
diameter. 


turned down, there is an enlargement 
covering the upper half of the sclera, 
extending from nasal side upwards, 
downwards and outwards to the tem- 
poral side of the eyeball; beginning 3 
or 4mm. above the corneoscleral junc- 
tion and extending upwards to some- 
what above the equator of the eye. 
This enlargement is sessile, has the ap- 
pearance of fat, between the ocular 
conjunctiva and sclera; slightly yel- 
lowish in color; moderate enlargement 
of vessels; is not tender to the touch; 
does not fluctuate; seems fairly firm; 
is adherent to the sclera. Conjunctiva 
covering it is more closely attached 
to it than the ocular conjunctiva nor- 
mally is to the sclera; conjunctiva is 
not dermoid in character. The en- 
largement is not uniform in size, but 
greatest in the inner upper portion 
corresponding to 10 o’clock, and over 
the outer portion corresponding to 2 
o'clock. At first appearance it resem- 
bles a ridge of adipose tissue between 


the ocular conjunctiva and_ sclera, 
corresponding to the upper portion of 
sclera, and extending from 3 mm. be- 
hind the corneoscleral junction, and 
well back to the equator. Lower por- 
tion of sclera presents nothing abnor- 
mal. 

Cornea :—Central and lower portions 
appear normal, but above, to the inner 


RIGHT 


Fig. 4. 


922, taken by daylight with white test object 1 cm, in 


or nasal side, there is a superficial cres- 
centic shaped opacity, commencing as 
a thin margin at 8 o’clock, gradually 
broadening as it passes 12 o'clock, 
where it is about 3 mm. broad, and 
thinning out down to 3 o'clock as a 
crescent. This opacity of the cornea is 
dimly white, being whitest at the lower 
concave margin, blood vessels passing 
from the ocular conjunctiva on to it, 
somewhat resembling a pannus, which 
it is not. The opacity is apparently 
confined to the epithelial layers of the 
cornea. There appears to be no cor- 
neal irritation from it. Aqueous 
chamber, iris, pupillary reaction and 
lens normal. Ophthalmoscopic examin- 
ation shows fundus normal. Transil- 
lumination over tumor produces no 
shadow. 

The tentative diagnosis was subcon- 
junctival lipoma. Against this diag- 
nosis could be mentioned: (1) The 
periodical attacks of inflammation; 
(2) the involvement of the corneal 
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epithelium in the form of a crescent; 
(3) the number of enlarged conjunc- 
tival vessels which seem to supply the 
growth with blood. Nose, antra, 
frontal sinuses, nasopharynx, pharynx 
seem normal. Good result from tonsil- 
lectomy. Urinalysis negative. Was- 
sermann negative. Advised removal 
of portion of tumor for microscopic 
examination. 

Treatment.— Left eye, operation un- 
der cocain anesthesia. Upper lid being 
well retracted with Desmarres’ lid 
elevator, conjunctival incision 1 cm. 
long made thru ocular conjunctiva, be- 
tween superior and external recti 
muscles, incision being about 6 mm. 
from corneal limbus and_ concentric 
with it. Underneath the ocular con- 
junctiva was found no fat, no tumor 
of any description, but a_ bulging 
sclera. Sclera was exposed for a small 
space and demonstrated to be sclera. 
Conjunctival incision closed with three 
black silk sutures; eye dressed. From 
the above it appears that the bulging 
is an ectasia of the sclera in the upper 
zone. 


Oct. 12: R. 20/25 +0.50 c. ax. 90° 
==20/20-1. L. 20/25 +0.25 c. ax. 90° 
= 20/20. Each eye J. No. 1 at 15 
inches. R. Tension = 28 mm. hg. L. 


= 24 mm. For fields see chart. RK 
sol. eserin and pilocarpin. 

Nov. 6: Patient complains of dull 
pressure pain about each eye, especial- 
ly the left. Pupils contracted from 
eserin. Vision same as above. Ten- 
sion each eye 25 mm. hg. while pa- 
tient is using eserin. For fields see 
chart. Advised leaving off eserin for 
2 days and then return. 

Nov. 8: R. Tension = 32 mm. L. = 
28 mm. hg. Referred to Dr. M. M. 
Cullom for consultation. Dr. Cullom 
does not know to what the scleral 
ectasia is due, but thinks corneoscleral 
trephining might be of benefit. 

In presenting this case, Dr. Wood 
stated that he was very much in doubt 
as to the cause of the condition and 
as to what should be done to stop it. 
In his opinion the eye is doomed unless 
it is stopped. It is an open question 
in his mind whether the condition is 
due to increased intraocular pressure; 
or whether the patient has any in- 


crease; and if so, whether any of the 
various operations for the reduction of 
increased pressure would be in order 


Central Retinitis. 

Dr. Woop exhibited L. M., aet, 13 
female, first seen Sept. 19, 1922, with 
the following history: In 1914 hag 
measles; 1918 had influenza; 1921 haq 
malaria, chills and fever. Vision of 
each eye has been failing for three. 
four or five years, but more rapidly 
for past 12 months. Occasional sore 
throat. Has made a grade in school 
each year, being now in the 5th grade. 
One maternal uncle believed to have 
died from tuberculosis. R. and L. Vis- 
ion = 20/200. Accepts no lens. 

Right eye: Pupil dilated with 
scopolamin. No pathology found in 
front portion of eye. Fundus best seen 
without a lens, by direct ophthalmo- 
scopic examination. Optic dise and 
retinal circulation appear normal. In 
the Y. S. region there are many pale, 
buff colored retinal maculae constitut- 
ing a dappled appearance over an area 
twice as big as the optic disc. These 
maculae are not arranged in any defi- 
nite order, but seem uniformly dis- 
tributed. In the lower portion of this 
dappled area is a small area of dark 
pigment in a thin layer. No hemor- 
rhages. No other noticeable path- 
ology about fundus. Peripheral veins 
of retina appear normal. 


Left eve: Pupil dilated with scopol- 
| 


amin. Front portion of eye shows no 
pathology. Optic disc best seen by 
direct ophthalmoscopic examination, 


without a lens. Disc and retinal cir- 
culation present no pathology. In the 
Y. S. region there is the same dappled 
appearance, with deposit of black pig- 
ment in lower portion of the dappled 
area, condition being practically iden- 
tical in the two eyes. Diagnosis: Bi- 
lateral central retinitis. Nose and para- 
nasal sinuses seem normal.  Faucial 
tonsils septic, Wassermann negative. 
Test for malaria negative. Urine: 
slightly cloudy; yellow; 1023; acid; 
albumin plus two; no sugar; no casts; 
no pus; moderate amount red blood 
corpuscles. 

Sept. 22: Removed faucial and third 


tonsils. 
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Sept. 29: R. and L. Vision = 20/ 
200. Accepts no lens. Urin shows no 
Throat wounds healing nice- 


albumin. 
ly. 

Oct. 3: Vision and fundi same as 
above. No albuminuria. mixed 
treatment. 


Oct. 11: Temperature normal. Urin- 
alysis negative. Antra and frontal 
sinuses transilluminate perfectly. No 


nate shows some congestion. 
cocain adrenalin anesthesia, using a 
strabismus hook, ethmoid cells each 
side were broken down to a moderate 


Under 


extent. No definite discharge of pus 
noted. 
Nov. 17: Urinalysis shows no al- 


bumin; no sugar; microscopic ex- 
amination negative. 
negative. 


Test for malaria 


Fig. 5. Ocular fundus M. H., R. 


evidence of Hutchinson’s teeth. Path- 


ology in fundus each eye remains 
same. 
Oct. 21: Patient was placed in St. 


Thomas Hospital on Oct. 16th and 
given tuberculin. After three injec- 
tions, patient showed no febrile or 
other reaction, either local or general. 
No change in vision or eye grounds. 
Nov. 3: Urinalysis negative. Con- 
sultation with Dr. E. B. Cayce, who 
advised bilateral middle turbinectomy. 
Nov. 7: Vision same as above. 
Moderate amount of pus found in attic 
each side of nose. Each middle turbi- 


E., showing intraocular tumor by direct ophthalmoscopic examination, 


Melanosarcoma. 

Dr. Woop reported the case of Miss 
M. H., aet 36, who first consulted him 
on March 24, 1922, giving the follow- 
ing history: Recurrent headache for 
years. Wears glasses. Feb. 14, 1922, 
had severe headache, followed by con- 
siderable impairment of vision in right 
eye. Right eye has had atropin solu- 
tion twice daily for one week.  R. 
Vision — 20/100; L. 20/20. 

Right eye: Lids, conjunctiva, cor- 
nea, aqueous chamber normal. Pupil 
dilated to maximum with atropin: di- 
lates circularly and normally; no 


| 


318 NASHVILLE ACADEMY OF OPHTHALMOLOGY 


synechiae ; no deformity of iris; no dis- 
placement or retraction. Lens shows 
no pathology. Examination with focal 
light and with the ophthalmoscope 
shows dark mass, commencing at the 
ciliary region and extending backward 
apparently well beyond the equator. 
Mass is smooth, not lobulated or cor- 
rugated; extends apparently about 


Ri6nT 


Fig. 6. Field of vision of right eye M.H., showing 
limitation from intraocular sarcoma. 


two-thirds of the way from the sclera 
to the anteroposterior axis of the eye. 
Mass is dark chocolate in color, not 
wavy, is fixed in position, muves with 
the eyeball, but without fluctuation. 
No large vessels visible in it. It ap- 
pears to be a melanotic tumor grow- 
ing from the uveal coat, displacing the 
retina inwards. The retina about the 
optic disc and for some distance for- 
ward in all directions seems normal, 
but towards the nasal and inferior 
quadrant the retina is displaced to- 
wards its ciliary termination, the ves- 
sels of the retina being seen best in the 
central portion without a lens, and in 
the anterior portion with a + 7. Optic 
nerve presents no special pathology. 
Tension = 23 mm. Hg. For field see 
chart. 

Transillumination gives normal re- 
flex in left eye and for all parts of the 
right eye, except when the transillumi- 
nator is placed over the tumor, when 
there is a total abolition of light reflex. 

Left eye shows no pathology. 


_Diagnosis: Melanosarcoma, Ad- 
vised enucleation. Patient referred to 
Dr. M. M. Cullom and Dr. E, B. Cayce 
for consultation. Both agree that the 
tumor is probably melanosarcoma and 
advise enucleation. 

_ Operation under ether. Enucleated 
right eyeball and inserted glass sphere 
in Tenon’s capsule. After operation 
right eye bisected with a sagittal in- 
cision, extending from the center of 
the cornea to the center of the optic 
disc, in the meridian of one to seven 
o'clock. Upper half of eye showed 
tumor located in the upper and outer 
quadrant, extending from the front 


Fig. 7. Melanosarcoma of choroid. Eyeball opened 
and everted showing tumor. 


area of the ciliary processes, backward 
to the equator. Tumor was covered on 
its front margin by brown ciliary proc- 
ess; and was covered back of that by 
grey retina. It was approximately 
1/2” anteroposteriorly and _ vertically, 
and 1/4” transversely. Retina was de- 
tached in several places and overlay 
the tumor. Laboratory report from St. 
Thomas Hospital confirms diagnosis 
of melanosarcoma. 

Discussion —Dr. EuGENE Orr asked 
whether a section of the nerve had 
been made, and if so, whether the 
melanosarcoma had extended into the 
nerve. 

Dr. Ropert SvuLiivan inquired 
whether there was any objection to 
the implantation of a glass ball in a 
socket where sarcoma was known to 
have existed. 

Dr. HerscHet Ezett wished to 
know in what cases an enucleation of 
the ball, and in what cases an exen- 
teration of the orbit should be done. 
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Dr. Woon said that he did not know 
whether the nerve was involved or 
not in this case; as there was no in- 
creased tension, the tension being 23 
mm. Hg., and as the history was recent, 
the earliest history dating back only 
two or three weeks, he had hoped it 
was still intraocular. Believing this 
to be true, a glass ball was implanted. 
Whether the glass ball itself would 
favor a return in loco, he did not 
know. If there were infiltration of the 
orbit, the trouble would probably de- 
velop regardless of the glass sphere. 
Dr. Wood recalled a case in which a 
good doctor did an enucleation for a 
malignant growth of the eye, and 
would not permit the patient to wear 
an artificial eye because of a possible 
irritation and of the development and 
return in loco of the malignancy. He 
would advise an exenteration of the 
orbit whenever there is any evidence 
of extension beyond the ball itself. 


CHICAGO OPHTHALMOLOGI- 
CAL SOCIETY. 


NovEMBER 20, 1922. 


Vice President, Dr. FRANK BRAWLEY, 
in the Chair. 


Immune Reactions of Uveal Pigment. 


Dr. Atan C. Woops, of Baltimore, 
Maryland, read a paper on “The Im- 
mune Reactions of Uveal Pigments 
and Their Clinical Significance.” 


Immune Reactions of Lens. 

Dr. Lupvig HExKToEN of the John 
McCormick Institute for Infectious 
Diseases, Chicago, presented a further 
report on his research work on the im- 
mune reactions of the crystalline lens, 
which is published in this JOURNAL. 
See p. 276. 

Discussion—Dr. Rospert VON DER 
Heyopt said, that it was with great in- 
terest he heard Dr. Hektoen’s remarks 
about the difference in the biologic 
behavior of the fetal lens compared to 
the whole adult lens substance. In 
view of the fact that we now find such 
a great pathologic difference in the 
behavior of the lens cortex compared 


to the embryonic nucleus, which is the 
lens at birth, and also in view of the 
anatomic contrast, might there not be 
quite a difference in the biologic be- 
havior and the relation of the cortex 
material, compared to the nuclear mate- 
rial of healthy or cataractous lenses? 
This material could be obtained by 
macerating the lens, thus separating the 
cortex from the nucleus. 

Another question he would like to 
ask is this: If we operate on one eye 
for cataract and leave some of the 
cortex in the eye, as was often done, 
could the left in cortex hasten or in- 
hibit the progression of cataract de- 
velopment in the other eye? 

This was something ophthalmolo- 
gists may in time be able to formulate 
an opinion on, and he thought it might 
be interesting to know whether Dr. 
Hektoen thinks it would have such an 
effect. 

Dr. Oriver Typincs said he would 
like to ask one question from a purely 
clinical standpoint. When an eye re- 
tained a certain amount of inflamma- 
tion for a time and was then lost, what 
effect would that eye have upon the 
development of sympathetic trouble in 
the other eye in after years? He 
would like to know whether any ob- 
servations had been made along that 
line? 

Dr. HEKTOEN, in closing the discus- 
sion, and in answer to Dr. Von der 
Heydt stated: that in cataract the cor- 
tex contained more of alpha crystallin 
than beta crystallin. As to the pos- 
sible effects of leaving some of the 
cortex of the lens in the eye, that is, 
as to the influence this might have on 
the patient in addition to its local ir- 
ritating action, nothing definite could 
be said at this time. In the rabbit it is 
extremely difficult, except under special 
conditions, to obtain any lens precipi- 
tin by injecting rabbit lens, but 
whether the analogous condition ob- 
tains in man is not known. 

In answer to a question by Dr. 
Woods, he said that so far his work had 
been limited to precipitin reactions. 

Rospert VON DER HeEypt, 
Corresponding Secretary. 
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STANDARDS FOR OUT-PATIENT SERVICE IN OPHTHALMOLOGy. 


Report of the Executive Committee of the Section on Ophthalmology of the Associated 
Out-Patient Clinics of New York City. Walt:r E. Lambert, M.D., Chairman, Edgar 5 


Thomson, M.D., Vice-Chairman; Conrad Berens, Jr.. M.D., Secretary. 
tee: Ellice Alger, M.D., Isaac Hartshorne, M.D., P. Chalmers Jameson, M.D., 


Executive Commit- 
H. H. Tyson, 


M.D., J. M. Wheeler, M.D., Julius Wolff, M.D., Michael M. Davis, Jr., Executive Secretary 
A. O. P. C., Gertrude E. Sturges, M.D., Assistant Secretary, 15 West 43rd Street, New York 


City. 


The out-patient departments of the 
leading hospitals of New York City, 
with a number of dispensaries unat- 
tached to hospitals, organized in 1912 
the Associated Out-Patient Clinics of 
New York City, for the purpose of 
advancing the standards and methods 
of out-patient work, and coordinating 
the many existing dispensaries and 
out-patient clinics of the City. After 
an enforced lapse during the war, the 
organization recently resumed activities. 


The Ophthalmological Section of 
the Associated Out-Patient Clinics, 
one of the professional committees 
thru which the work of the Association 
is carried out, recently conducted a 
series of studies of eye clinics in New 
York City, in order to have a basis for 
making recommendations for the im- 
provement of the work of these special 
clinics. These studies included sur- 
veys of representative New York in- 
stitutions, with special reference to 
professional methods, equipment, rec- 
ords, teaching and research, and ad- 
mission procedure, fee systems, and 
the provision of glasses, and were 
made by Conrad Berens, Jr., M.D., as- 
sisted by the staff of the Associated 
‘Out-Patient Clinics. A summary of 
the conditions found is _ presented 
herewith, along with the recommenda- 
tions for an ideal out-patient service 
in ophthalmology, which were adopted 
iby the Section as a result of these 
studies. Criticism of these standards 
is invited. 

In order to achieve any actual im- 
provements in existing conditions, the 
cooperation of the governing boards 
and administrators of the several in- 
stitutions is, of course, essential. The 
facts stated in the following pages 
show quite clearly that conditions in 
eye clinics treating thousands of pa- 
tients annually are, as a rule, very un- 
satisfactory. 


There is frequently lack of sufficient 
equipment for the doctors to work 
with. Space is often insufficient to ac- 
commodate the number of persons; 
inconvenience, crowding, and _insuffh- 
icent service result. The records are 
generally inadequate, and their care 
and filing are not provided for accord- 
ing to modern standards. Above all, 
the number of patients which the 
physicians on the staffs of those eye 
clinics are called upon to treat is, as a 
rule, greater than can be given proper 
attention in the space and time avail- 
able. A large proportion of cases pre- 
senting serious eye conditions which 
might bring on permanent blindness 
are found, from the records, to have at- 
tended clinics only once and not to 
have been followed up. 


It is recognized that these conditions 
are partly due to insufficient funds avail- 
able in the present budgets provided by 
the governing boards of the institutions. 
it is believed, however, that if the 
boards of managers understood exist- 
ing conditions, their appreciation of 
their responsibility to the public for 
efficient treatment of patients and their 
pride in the institutions of which they 
are in charge will lead to a fuller meet- 
ing of these obligations. Considerable 
improvements can be made with little, 
if any, increase in expenditures, and 
the recommendations of the Section 
also include suggestions whereby part 
of the additional funds needed for cer- 
tain purposes can be secured. 


SUMMARY OF CONDITIONS FOUND BY 
SURVEY OF REPRESENTATIVE EYE 
CLINICS IN NEW YORK, 


CONSULTATION Faciiities.—Of the 
ten clinics studied, two were the out- 
patient departments of general hos- 
pitals, two were independent general 
dispensaries, and one, the out-patient 
department of a special institution, 
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affliated with a general hos- 
The clinics just enumerated are 


closely 


pital. 
rovided with adequate consultation 


facilities in general medicine, surgery 


and the specialties. The other clinics 
are more or less hampered in the diag- 
nosis and treatment of patients by 
lack of such facilities. As ophthal- 
mologists, we must admit that our 
most careful examinations are limited 
and insufficient, and that most intra- 
ocular diseases find their origin out- 
side the eye. For this reason, if we 
work alone we cannot hope to make 
any but the most superficial diagnoses, 
and the recommendation as to the rela- 
tion of the eye clinic to other clinic 
departments is therefore considered 
fundamental. 

MEDICAL ORGANIZATION.—The de- 
tails of medical organization vary 
considerably in the different institu- 
tions studied, but there is some degree 
of unity of ward and out-patient serv- 
ice in most cases. It is customary for 
the senior staff to attend the out-pa- 
tient departments. Clinical assistants 
have the privilege of following cases 
into the wards, altho they have no 
ward duties. In- and _ out-patient 
records as a rule are not unified. 

Four institutions hold no clinic con- 
ferences. In one large institution, only 
two of the six clinics hold conferences; 
in another large institution conferences 
are held for students, at which the at- 
tendance of the staff is optional. The 
importance of such meetings of the 
staff for the discussion of not only the 
successes, but the failures of clinic 
work, needs no argument. That so 
many of the representative institutions 
fail to provide for such self analysis 
is a severe criticism of their desire for 
professional advancement. 

The supervision of newly appointed 
clinical assistants, students and interns 
is rather haphazard in many institu- 
tions, altho in some instances the 
work of juniors is very carefully 
checked before diagnosis is made or 
treatment instituted. 

In all but two institutions, the time 
of ophthalmologists is being wasted 
in the performance of such duties as 
taking of history and vision, manage- 
ment of patients, clerical work, etc., 
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all of which could be handled by pro- 
fessional or lay assistants. 

SpAcE ARRANGEMENT, [EQUIPMENT 
AND FaciLities——Rooms and equip- 
ment were found inadequate for the 
efficient diagnosis and treatment of pa- 
tients. Physicians who provide elab- 
orate equipment, conveniently arranged, 
for their own offices, were found work- 
ing in the clinics under crowded con- 
ditions, without proper instruments or 
light. Very often the equipment pro- 
vided is in such bad order, or so in- 
conveniently arranged, that it is unfit 
for use. Operating room facilities 
were found to be much more satisfac- 
tory than the provisions for the ex- 
amination and treatment of patients in 
the out-patient department. 

Several institutions are hampered in 
their laboratory service because this 
work is done outside the institution, 
but, by and large, laboratory service 
is sufficient and reports were stated to 
be prompt and accurate. 

A standard drug formulary is in use 
at each institution, but in only one is 
it customary to revise the formulary 
every year. In three clinics it was 
stated that the formulary had not been 
brought up to date for ten years or 
longer. In several institutions the 
solutions provided on the tables in the 
clinic were found to be contaminated 
with dust. 

ADMISSION AND DISTRIBUTION OF Pa- 
TIENTS.—The duties of the “registrar,” 
responsible for admission of patients 
to the clinims, are highly important 
and include medical classification of 
the patient, judgment of his ability to 
pay a private physician, reference to 
the private offices of physicians, as 
well as such clerical work as the 
securing of identifying data, the collec- 
tion of fees, and so forth. Altho such 
duties require tact, intelligence, and 
trained social judgment, the individu- 
als employed to fill these positions are 
usually paid a low salary, (the aver- 
age salary paid in 12 clinics was less 
than $100 a month), and are enlisted 
from the clerical or orderly staff of the 
hospital. 

The standards and methods of ad- 
mission showed wide variations. In 
only three institutions is it customary 
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to secure information as to the income 
and number of dependents of all new 
patients, with a view to eliminating 
those applicants whose financial condi- 
tion renders them ineligible for admis- 
sion to the clinic. The probable cost 
of the medical care necessary is not 
usually considered, in reaching a de- 
cision as to the patient’s ability to pay. 
As a rule, information regarding previ- 
ous medical care is not secured at the 
admission desk. Data gathered from 
patients who are refused admission to 
the clinic are not usually recorded. 
Altho the admission officer is respon- 
sible for the reference of patients to 
the private offices of physicians, he is 
not able to inform them of the fee 
which they may be expected to pay. 

Fees.—Admission fees vary from 
nothing to 50 cents; the charge for 
Wassermann from nothing to $2.00. 
The cheapest glasses are provided at a 
cost to the patient of from $1.05 to 
$4.00, and gold filled frames with com- 
pound lenses at from $2.30 to $6.50. 
The patients of some _ institutions 
which charge no admission fees, pay 
more for glasses than do those patients 
of institutions which charge admission 
fees. The optician never fails to make 
his customary profit, altho the insti- 
tution provides medical service gratis. 

Routine History AND ExAMINA- 
TION.—The character of professional 
service in different clinics may best be 
judged by two factors; the average time 
spent in the examination and treatment 
of patients, and the completeness of 
medical records. The estimated aver- 
age number of patients handled by each 
member of the medical staff in an hour 
ranges from three to twelve. Such an 
average does not, of course, indicate 
the conditions on a _ crowded day, 
when the time spent on each patient 
in some institutions must be less than 
two or three minutes. No argument is 
needed to prove, that the character of 
medical service possible under such 
conditions is not consistent with the 
duty of the institution to the patient. 
The folly of handling mere numbers 
in a hurried and incomplete manner 
should be brought home to the boards 
of managers of the various clinics. 


Only three institutions attempt a 
routine method of history taking, and 
only two a routine examination of new 
patients. In the other institutions 
each man follows his own method. 
which from the data found recorded on 
the medical records, is often unsatis- 
factory from a professional standpoint, 
Because of the necessity of treating in- 
ordinate numbers of patients under 
crowded conditions, without satisfac. 
tory assistance or equipment, ophthal- 
mologists are forced into the habit of 
careless and incomplete clinic work, 
which causes those who are sincerely 
scientific in their attitude to lose in- 
terest. 

REFRACTION AND PROVISION oF 
GLassEes.—The estimated number of 
patients refracted per physician per 
hour ranges from two to twelve, or 
from thirty minutes to five minutes 
per refraction. This again is an aver- 
age and does not portray conditions 
on crowded days. 

In three institutions it was stated 
that all patients refracted under a 
cycloplegic are given a_postcyclopleg- 
ic test before glasses are prescribed; 
however, in one institution only 10%, 
and in another, no refractions are 
checked by this method. 

In only three of the institutions 
visited is all of the refraction done by 
the visiting staff. In three others the 
members of the staff do a majority of 
this work; in the rest of the clinics 
50% to 100% of refraction is done by 
students, interns or optometrists; well 
supervised by the visiting staff in some 
cases, but in others, working entirely 
independently. 

It is a universally accepted fact that 
in most clinics routine refraction be- 
comes uninteresting and a_ veritable 
drudgery after a period of time. Ow- 
ing to the fact that many of the pa- 
tients are of a low grade of intelli- 
gence and are stupid and slow in their 
answers, and because of crowding and 
lack of proper equipment conveniently 
arranged, the efficiency of the medical 
staff is hampered. 

Altho it is customary for all clinics 
to make a charge for various X-ray 
and laboratory examinations, for spe- 
cial treatments and dressings, there 
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is no fee for refraction, a procedure 
which requires the routine attention of 
trained physicians. The difficulty in 
securing the proper type of physicians 
to perform this routine work without 
financial compensation has driven the 
clinics into using inexperienced assist- 
ants. Satisfactory professional care of 
the patient is scarcely possible under 
these conditions. 

The Section has recommended that 
refractionists be paid, with a view to 
bettering the service. It considers 
that funds for the purpose of such im- 
provement should be provided by a di- 
rect charge to clinic patients for re- 
fraction. There is no difficulty in col- 
lecting other similar fees, and it is felt 
that refraction is a special service for 
which a large proportion of patients 
will be willing and are able to pay. 
The Section feels that it would be pre- 
ferable to charge a fee and provide 
adequate service than to continue with 


the present unsatisfactory arrange- 
ment. 
The clinics have been _ severely 


criticized because of the fact that di- 
rections for the use of cycloplegic are 
not understoodd by patients, especial- 
ly children. Half the clinics visited 
rely on the oral instruction of the pa- 
tient as to the use of these drugs, the 
other institutions providing printed 
directions to supplement the oral in- 
structions. 

Only one of the institutions studied 
has an optical plant. In the others ar- 
rangements have been made with out- 
side opticians to have representatives 
present during clinic hours to receive 
orders. In eight institutions the opti- 
cal firm allows the hospital from 25% 
to 50% of gross receipts in return for 
this privilege. 

Because of the large profit from the 
sale and repair of glasses, these op- 
ticians, even after transferring to the 
institution 50% of gross receipts, de- 
rive considerable income from the 
dispensary patients. The Section con- 
siders it desirable to transfer such 
profits to the institution, in so far as 
possible, which will be done if the 
recommendation made is followed. 

When an institution refers patients 
to a special optical firm it assumes a 


certain amount of responsibility for 
the quality of service rendered. The 
supervision necessary to secure accu- 
rate filling of prescriptions and satis- 
factory materials would be much 
easier if the optical work were done by 
an employe of the institution, as is rec- 
ommended. 

FoLttow-up.—Over five thousand 
records were studied to ascertain the 
proportion of patients attending clinic 
a sufficient number of times to allevi- 
ate or cure eye conditions presented 
and to prevent the spread of con- 
tagion. This study brought out the 
significant fact that of the patients 
presenting serious eye conditions 
which might bring on permanent 
blindness, 53.4% attended the clinic 
only once. The records showed little 
evidence of any attempt to insure 
proper care to the patient, beyond the 
filling of prescriptions for drugs and 
glasses; and no serious effort to have 
been made to insure the return of the 
cases until cure was effected. An ex- 
ception to this is the work of the New 
York State Commission for the Blind, 
which has provided two workers for 
special follow-up in two large eye 
clinics. 

REcorDS AND FiLinc.—As_ tangible 
evidence of the character of profes- 
sional work done in the representa- 
tive ophthalmologic institutions, the 
records studied were very disappoint- 
ing. Of the 500 records analyzed, his- 
tory was recorded in only 55% of 
cases; a tentative or final diagnosis in 
68%, treatment in 76%, refraction in 
45%, muscle examination in 44%. 
Only 39% of the patients whose rec- 
ords were studied returned to the 
clinic. 

The proportions given above do not 
actually indicate the utter inadequacy 
of the records in some institutions. In 
one clinic 68% of the cases were not 
diagnosed on the record; in one, 92% 
of the records showed no history: the 
treatment instituted was not recorded 
for 47% of the medical histories in an- 
other clinic, and vision was noted 
on only half and refraction on one- 
quarter of the records in another in- 
stitution. 
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RESEARCH AND TEACHING.—No real 
organization for research was found in 
any institution. In one clinic inter- 
esting cases are cross indexed by dis- 
ease and available for teaching and 
study. No use is made of the remain- 
ing mass of clinical material in the 
other institutions for the advancement 
of knowledge in the prevention or 
treatment of disease. 

EFrricrency TESTts AND STATISTICS.— 
It is not customary to review the re- 
sults of work in the out-patient depart- 
ment, or to inquire into the reasons 
why satisfactory results are not ob- 
tained. Periodic efficiency tests would 
shed much light on the lack of effec- 
tiveness of present methods. 


STANDARDS FOR OUT-PATIENT SERVICE 


IN OPHTHALMOLOGY. 


The standards adopted by the As- 
sociated Out-Patient Clinics of New 
York City, indicated below, are in- 
tended to set forth principles of organ- 
ization and procedure, and certain 
facilities and equipment which are be- 
lieved to be requisite for satisfactory 
out-patient service in ophthalmology. 
These principles are accompanied by 
certain detailed suggestions as to the 
manner in which they may be prac- 
tically applied. It is recognized that 
no set of standards can be applied in 
detail in the same way in every in- 
stitution, but it is believed that the 
fundamental principles herein out- 
lined are generally desirable. 

A. ReErations, 
order that underlyiny causes of disease 
may be determined with accuracy, it is 
essential that every eye clinic should 
have the closest possible relationship 
with clinics for general medicine, oral 
surgery and the specialties, so that re- 
ports on referred cases may be prompt 
and complete, consultations frequent 
and conferences of the entire staff held 
regularly. 

B. ORGANIZATION AND PERSONNEL.— 
Medical Ward service for patients need- 
ing observation, operation or treatment 
should be pro.‘ either by an in-na- 
tient department or by close affiliation 
with some other institution. 

The staff of the out-patient depart- 
ment and the hospital should constitute 
one organization. Every member of the 


staff should have some duties and Privi- 
leges in the out-patient department and 
after a proper period of probation, some 
ward and operating room duties and 
privileges. 

Each department should have a chief 
of clinic, or his equivalent, with rank 
at least equal to an assistant attending on 
the wards. He should be the senior as. 
sistant surgeon in the operating room. 
The chief of clinic should be responsi- 
ble for the carrying out of medical stand- 
ards and should be in direct charge of 
the clinic work under the direction of the 
surgeon. The chief of clinic should as- 
sign special duties to members of the 
staff and once a month a schedule of 
these duties should be posted. 

If it is possible every new patient 
should be seen by the surgeon, chief of 
clinic (or their representative) before 
a diagnosis is made or treatment insti- 
tuted. The surgeon or chief of clinic 
should be responsible for assigning new 
cases to the staff. The surgeon or chief 
of clinic should determine when a pa- 
tient should be admitted to the wards. 

One member of the staff should he 
available for home visiting at the re- 
quest of the visiting nursing or social 
service department. Proper compensa- 
tion should be provided for this service. 

The interns on duty in the wards 
should be definitely assigned regular 
duties in the out-patient department. 
They should supervise history taking and 
the recording of vision and should also 
be permitted to examine patients and rec- 
ord their findings. 

The entire staff should be assigned 
definite hours for attendance in the out- 
patient department. The chief of clinic 
should be present during the entire clinic 
session of the day he is on duty. The 
chief surgeon should spend at least part 
of each day in the clinic, so that the chief 
of clinic may consult with him in regard 
to the admission, diagnosis and treatment 
of patients, and in order that all his as- 
sistants may benefit by his experience. 
Certain days should be set aside for 
members of the clinic staff to visit other 
hospitals and study professional proced- 
ures and methods of organization. <A 
record of attendance should be kept and 
analyzed periodically. 

Clinic conferences should be held every 
week. The younger men should be 
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SPECIAL 
urged to present patients and_ report 
cases. Rare and well studied cases 


should be presented before the monthly 
staff conference. Joint conferences of 
all clinics for the discussion of both ward 
and dispensary cases should be held once 
4 month, at which the attendance of all 
members of the staff should be required. 

Professional and lay assistants. The 
physician should be relieved as fully as 

ssible of duties not directly concerned 
with the professional care of patients; 
by the delegation of such duties to 
trained technical assistants, executive, 
nursing, social service, and clerical. 
Vision and routine muscle examination 
may be made by trained technical assist- 
ants or by the resident physician. It is 
desirable that a social service worker be 
on duty during each clinic session so that 
she may become more familiar with the 
medical problems of the patients, and as- 
sist the physician in dealing with those 
factors of the personality and environ- 
ment of patients which bear upon the 
medical situation. 

C. Space, ARRANGEMENT, 
MENT AND Facivities.—There should be 
adequate rooms for examination and for 
teaching purpose. In large clinics this 
would include a clinic room for diag- 
nosis and treatment, a dark room, refrac- 
tion room, clinic operating room, hospi- 
tal operating room, room for roentgeno- 
logy and a dark room for physiologic 
optics. 

Equipment for an _ ophthalmologic 
clinic should consist at least of the fol- 
lowing : 

Trial cases (one for each man). 
Trial frame (one for each man). 
Retinoscopy racks (set for each man). 
Retinoscopes (one for each man). 
Ophthalmoscope: a. Electric (one per 
two men.) b. Plain (one per two 
men). 
Ophthalmometer 
perimeter table). 
Tonometer (one for clinic). 
Instruments—for minor operations—lid 
_ éverters, tongue depressor, spuds, etc. 
Sterilizer (one for clinic). 
Corneal microscope (one for clinic). 
Perimeter (two for clinic—one hand and 
one on perimeter table). 
Near type (one illiterate and one usual 
for each man). 


(one for clinic on 
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Lighting (general day light values with 
local day light values for instruments 
and examination. Spotlights for mus- 
cle testing, controlled from chair.) 

Color carriers (1, 5, 10 and 40 mm. 
square ). 

Color tests: a. Wool tests (one for 
clinic)—Jennings test suggested.  b. 
Ishihari tests (one for clinic). c. 
Central color test (Abney Oliver color 
test, or Thomson Henderson scotom- 
eter). 

Prince rule or substitute (one for each 
man). 

Test cards and lighting (one illiterate 
and one usual per man—clean and well 
lighted). 

Tangent screen (one for clinic or for 10 
ophthalmologists ). 

Prisms: a. Round (set per man). b. 
Square (set per man). 

Arrangement for muscle testing (light 
with iris diaphragm and Maddox Rod 
for each man, also one red diplopia 
glass). 

Stereoscopic Vision tests, amblyoscope, 
and one stereoscope with cards for 
each clinic. 

Transilluminator (one for each clinic of 
ten men). 

Exophthalmometer (one for each clinic). 

One refraction and treatment chair and 
treatment table for each ophthal- 
mologist, and two extra surgical chairs 
and surgical tables. 

Binocular loupe (one for each man). 

Monocular loupe (one for each man). 

Lenses for oblique illumination and in- 
direct ophthalmoscopy (one for each 
man). 

Equipment should be conveniently ar- 
ranged. 

Some member of the administrative staff 
should be responsible for seeing that 
equipment is complete and in good or- 
der. 

The pharmacy should be under the 
direction of a registered pharmacist. 
A standard formulary should be 
adopted and revised every year. 

The services of a modern Jaboratory 
and X-ray plant should be available 
during dispensary hours. The labora- 
tory should be equipped to do patho- 
logic, serologic and bacteriologic work. 

E. ProcepureE.—Admission and dis- 
tribution of patients. The number of 
patients should be limited in propor- 
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tion to the staff and the facilities. 
Time for a physician to examine a new 
case should average not less than 10 
minutes, and for an old case, not less 
than 5 minutes. If there is present for 
the assistance of every physician a 
trained nonmedical assistant, who can 
take the vision, write histories, check 
lenses, take fields and blind spots, the 
physician’s time for new cases should 
average not less than 7 minutes, and 
for return cases 3 minutes. In large 
clinics the chief surgeon and the chief 
of clinic should not be counted when 
determining the number of patients to 
be admitted, as their time is required 
for supervision. 

As far as possible, visits should be 
made according to prearranged ap- 
pointments. The details of organiza- 
tion will need to be modified to meet 
the possibilities of individual institu- 
tions. 

“As the dispensary law requires the 
gathering of certain social facts at the 
admission desk, it is important to have 
this information obtained by a person 
trained in social work. This prevents 
the oversight of acute social situations 
and also keeps the social service de- 
partment in touch with the dispensary 
intake.” (Extract from Recommenda- 
tions of Social Service Section of A. O. 
Fs. 

The admission officer should be re- 
sponsible for securing accurate identi- 
fying data. The admission officer 
should ascertain as a matter of routine 
what the previous medical care of the 
patient has been. The admission of 
patients who have recently attended 
another institution should be discour- 
aged. The admission officer should as- 
certain the type of disease and prob- 
able cost of medical care, the resources 
of the individual, with special refer- 
ence to the amount of income, and his 
responsibilities, especially the number 
of dependents. Some standard should 
be formulated to serve as a basis for 
the economic classification of patients. 
The admission officer should remit fees 
for patients recommended by the so- 
cial service department, and should be 
responsible for remitting fees of other 
patients subject to the approval of the 
superintendent. 

The _ social 


service department 


should not be used primarily for finan. 
cial investigation. There should, how- 
ever, be close cooperation between 
the social service department and the 
hospital administration in relation to 
financial status of patients. Such jp. 
vestigation should be done by a finan. 
cial investigator in cooperation with 
the social service department. The ad- 
mission officer should record data used 
as the basis for judgment in refusing 
admission, and this should be available 
for review. 

The administration should ascertain 
which physicians of the clinic are will- 
ing to have patients referred to their 
private oftices. The list of such yol- 
unteers should be passed upon by the 
Board of Surgeons. The admission of. 
ficer should be informed of the maxi- 
mum fee charged by the physicians in 
this list for the first consultation. If 
the list of physicians volunteering for 
this service is more than four or five, 
the patient should be referred to only 
the physician or physicians nearest his 
residence. In clinics where there is 
more than one service, patient should 
be referred to physicians of the serv- 
ice which is on duty the day the pa- 
tient visits the clinic. 

Only those patients who are actually 
being examined should be in the clinic 
waiting room. Patients with drops in 
their eyes and others waiting for exam- 
ination should be kept in the waiting 
room. 

No children under 14 should be admit- 
ted to the clinic unless accompanied by 
an adult, the only exceptions to be emer- 
gency cases. Any agency referring 
children to clinics should be responsible 
for seeing that an adult accompanies 
them. 

It is desirable that stated fees he 
charged patients for admission, and that 
additional charges be made for medi- 
cine, appliances, and other special 
procedures or material. 

The following special suggestions are 
made: A _ refraction fee should be 
charged. To simplify bookkeeping and 
admission charges, this should be a flat 
fee of $1 in addition to the regular ad- 
mission fee, no matter how many visits 
are necessary in order to complete re- 
fraction. 

A charge of at least 25 cents should 
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be made for each visit to the clinic. 
There should be a profit from the sale 
of drugs, sufficient to cover easily the 
cost of free prescriptions when these 
are necessary. The maximum fee for 
Wassermann should be $1. The fee 
for the administration ol salvarsan 
should be not more than $3.00. Prices 
charged for glasses by the clinic 
should be below the current prices of 
outside opticians, but a reasonable 
profit should be made. a 

Routine history and examination. It 
is considered essential that a routine 
method of taking the history and mak- 
ing the examination of patients be stan- 
ardized in each clinic. Wassermann 
tests should be made as a routine-on all 
cases in which syphilis is an etiologic 
factor. 

Treatment. All patients making re- 
visits should be referred to the physician 
who saw them originally, and his name 
should be in conspicuous place on the 
record and on the folder. Written or 
printed directions should be given for 
all treatment. Detailed and careful in- 
structions as to the use and effect of a 
cycloplegic should be given. Oral should 
be supplemented by written instructions. 
All patients refracted under a cycloplegic 
should, if possible, have a_postcyclo- 
plegic test before glasses are prescribed. 
In compliance with the Sanitary Code of 
the City of New York “the treatment of 
syphilis, whatever its manifestations, 
shall be conducted in a special depart- 
ment maintained for such purpose or in 
the department for dermatology con- 
nected with the dispensary or hospital. 
Provided, however, when the nature of 
the part affected, such as the eye, throat, 
wiscera, etc., necessitates treatment in 
some other department of the dispensary, 
treatment may be given jointly by the 
two departments.” (Section 233-A- 
Regulation 1.) 

Refraction, relation to optician, and 
provision of glasses. In large clinics 
refraction should be done in a special 
clinic under the supervision of an experi- 
enced aphthalmologist and with an ade- 
quate number of assistants, including the 
house staff. All patients should be ad- 
mitted first to the general eye clinic and, 
after suitable examination and when in- 
dicated, should be referred to the special 
refraction clinic. In large refraction 


clinics, at least the physician in charge 
should be on a salary basis. 

Each institution should either (1) 
have its own plant for manufacturing 
glasses, or (2) employ an optician on a 
full or part time basis to fit and make 
glasses, contract with a wholesale firm to 
furnish materials at wholesale prices, 
and sell the glasses to patients at the 
clinic. The optician should be paid a 
salary for conducting the optical business 
with a percentage bonus for all work 
done over a specified amount. The opti- 
cal department should be as near as pos- 
sible to the refraction room or rooms, in 
order that consultations between the 
ophthalmologist and the optician may be 
more frequent. Prices for all types of 
glasses should be posted. A _ deposit 
should be required at the time glasses 
are ordered. There should be little or 
no restriction of the type of frames al- 
lowed for dispensary patients. 

Social service and follow-up. In addi- 
tion to the usual functions of social serv- 
ice in all clinics, social service in the 
ophthalmologic clinic should give special 
attention to the following duties: 

In the case of retinitis pigmentosa, 
congenital cataracts, syphilis and tuber- 
culosis, careful inquiry into the family 
history, and bringing other members of 
the family to the clinic for examination 
when _ indicated. Improving home 
hygiene, especially in trachoma and 
phlyctenular keratoconjunctivitis. Help- 
ing patients obtain glasses, protheses, 
etc. Following patients with poor vi- 


sion to supervise working conditions, 


helping them to find other employment, 
if necessary, and in the case ef school 
children, arranging for their transfer to 
sight conservation classes. 

Systematic follow-up to insure con- 
tinued treatment for at least the follow- 
ing types of cases should be instituted: 
Conjunctivitis, acute purulent and muco- 
purulent conjunctivitis, trachoma, optic 
nerve diseases, atrophy, papillitis, papill- 
edema, retrobulbar neuritis. Corneal 
diseases, interstitial keratitis, tubercular 
keratitis, phlyctenular keratitis, ulcers of 
the cornea. Eyeball, glaucoma, sympa- 
thetic ophthalmia. Uveal tract, tubercu- 
lar choroiditis, iritis, acute uveitis, sar- 
coma of the choroid. Retina, retinitis 
diabetica, syphilitica and pigmentosa. 
(Family study of the last two named.) 
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Physicians should be responsible for 
seeing that the patient is informed of the 
nature of the disease and the importance 
of treatment, and for deciding on what 
date the patient should return. The 
social service department, with such 
clerical assistance as is necessary, should 
record the name of the patient whose re- 
turn is desired, and, thru the proper 
methods, endeavor to secure his return 
at the date specified. 

Records and Filing. All the records 
for the clinic should be filed centrally. 
Hospital and out-patient department 
records should be unified as completely 
as possible. Records and filing in both 
hospital and clinic should be under the 
direction of the same person. Some 
member of the clinic staff should be re- 
sponsible for the completeness of the 
clinic records. 

Records should be cross indexed by 
diagnoses and operations. A standard 
nomenclature should be adopted for use 
in each institution, and an effort made to 
bring about the use of a uniform nomen- 
clature in all institutions. 

RESEARCH AND TEACHING.—Every 
physician and student working in the 
\clinic should be encouraged to do a cer- 
tain amount of research. The resources 
of the clinic should be used to the maxi- 
mum in teaching practising ophthal- 
mologists, students and resident physi- 
cians. The teaching should be organized 
in connection with a medical school. 

ErricieNcy Tests AND STATISTICS.— 
There should be periodic review of the 
type of work done in the out-patient de- 
partment, and of the results obtained. 
Results should be posted on the clinic 
bulletin boards and be discussed at con- 
ferences. 

The Secretary of the Section has pre- 
pared several articles: “Medical Re- 
search in Connection with Ophthalmo- 
logical Hospitals and Clinics,” “Rooms 
and Equipment for Ophthalmological 
Clinics,” “Case Records in Out-Patient 
Departments of Ophthalmology,” “Rou- 
tine History and Examination of Oph- 
thalmological Patients,” “Ophthalmologi- 
cal Nomenclature and Classification of 
Eye Diseases and Operations, with Defi- 
nitions.” Copies of these are available 
on application to the Associated Out- 
Patient Clinics, 15 West 43rd Street, 
New York City. 
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AMERICAN BOARD FOR Op. 
THALMIC EXAMINATIONS, 


It is now quite generally known 
among ophthalmologists that this 
Board is composed of three represen- 
tatives from each of the following 
societies: American Ophthalmological 
Society, Academy of Ophthalmology 
and Oto-Laryngology, and the Section 
on Ophthalmology of the American 
Medical Association. 

The Board which was incorporated 
in 1917 is empowered to confer upon 
candidates its certificate, which reads: 


The American Board for Ophthal- 
mic Examinations hereby certifies that 
vemeee (name),..... has pursued an ac- 
cepted course of graduate study and 
clinical work, and has __ successfully 
passed the examination in Ophthal- 
mology conducted under the authority 
of this Board. 


Issued...... 19 
(Signatures of the Board.) 


It is not so generally known that 
since 1920 possession of this Certificate 
is required of every applicant for mem- 
bership in the American Ophthalmo- 
logical Society, and of every applicant 
for ophthalmological membership in 
the Academy of Ophthalmology and 
Oto-Laryngology, unless such appli- 
cant shall possess a degree in Ophthal- 
mology conferred by a _ University 
recognized by the Board as competent 
to prepare students for such a degree. 


The Board conducts examinations at 
stated times to determine the compe- 
tency of individuals to practice oph- 
thalmology, and has formulated cer- 
tain rules and requirements in regard 
to applicants for its certificate. 

In accordance with these rules ap- 
plicants are arranged in three classes: 

Class I. Those who have practiced 
Ophthalmology ten years or more. 

Class II. Those who have practiced 
Ophthalmology more than five years, 
and less than ten years. 

Class III. Those who have practiced 
Ophthalmology less than five years. 

The following general requirements 
are demanded by the Board: 

(1) For all classes, high ethical and 
medical standing in their communities, 
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? and also a medical degree satisfactory to 
Re. the Board. 
(2) Formal application on a proper 
Is. blank, with two letters of endorsement 

; by well known medical men. 

“The additional requirements for the 
three classes are as follows: 

, Class I. (1) Presentation of reports 
it” of ten cases that have been observed or 
| treated by the applicant. 

(2) A list of papers or books pub- 

abi lished, if any. 
#4 = =The Board will determine from such 
ing case reports and published records, and 
the candidate’s professional work 
jin his community, whether further ex- 
amination will be necessary before con- 
Sferring its certificate. 

Class II. (1) Report of twenty-five 
cases that have been observed and 
treated by the applicant. 

f If the applicant gives evidence of 
Wm service as an intern in an ophthalmic 
i hospital, or as an assistant in an eye 
clinic, or with an ophthalmologist in 


y termining whether it deems it necessary 
ato subject the candidate to further ex- 
amination. 

Class III. (1) A degree from a medi- 
cal school of high standing, satisfactory 
to the Board of Examiners. Graduates 
since 1920 will be required to show that 
sthey have had a year of clinical hospital 

Bexperience, preferably in a general hos- 

We pital, or laboratory work following four 
years in a medical school, preliminary to 
special study of ophthalmology and serv- 
fice as ophthalmic interne. 
f (2) A certificate of one year’s service 
in an ophthalmic clinic, or an interne- 
#ship of one year in an ophthalmic hos- 
pital, ar assistantship in private practice, 
with statement of the duties required in 
such position. 

(3) In addition, certificates showing 
mone year of special study of ophthal- 
mology under competent instructors, or 
in accepted institutions for graduate 
teaching; not necessarily continuous nor 
at the same place; but periods of study 
gy of less than three months at one insti- 
pf, tution are deprecated by the Board. 
te (4) Report of twenty-five cases that 
»have been observed and treated by the 
applicant. 
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(5) Written and practical examina- 
tion in ophthalmic subjects when deemed 
necessary by the Board. 

Such practical examinations are given 
to enable the Board to determine whether 
the applicant has acquired the technic 
necessary to perform the various ex- 
aminations and operations of the eye; 
and whether he has been trained to ob- 
serve accurately and systematically, and 
make proper deductions and diagnoses 
from his findings. In these examinations 
the written part counts for much less 
than the practical examination, which 
comprises the subjects of External Dis- 
eases, Ophthalmoscopy, Pathology, Re- 
fraction, Ocular Muscles, Perimetry, 
Relation of the Eye to General Dis- 
ease, and Therapeutics. 

Applicants in Class III are almost with- 
out exception required to take such an 
examination; but the Board is usually 
able to determine from the character of 
case reports whether it is necessary for 
individuals in Class II to be subjected to 
any further examination than that of 
their record and case reports. 

The last examination held by the 
Board was in Minneapolis, September 
18, 1922, at the time of the meeting of 
the Academy of Ophthalmology and 
Oto-Laryngology, at which time nine- 
teen candidates presented themselves for 
examination. 

Up to the present date 357 persons in 
the United States have received certifi- 
cates of the Board. 

The next examination will be held in 
San Francisco at the time of the meet- 
ing of the American Medical Association, 
June 25th, 1923, probably at the clinic 
rooms of the medical department of the 
University of California. Persons de- 
siring to take these examinations should 
communicate with the Secretary of the 
3oard, and receive from him formal 
blanks on which application will he 
made. Such application must be con- 
sidered by the Committee on Require- 
ments of the Board before the exami- 
nation is taken, and; as this requires 
some time, the Board insists on hav- 
ing such applications in the hands of 
the Secretary sixty days before the 
date of the examinations. 

Address all communications to 

Dr. Wn. H. Wiper, Secretarv, 

122 S. Michigan Blvd., Chicago, Tl. 
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THE PSYCHIC ELEMENT IN 
OPHTHALMOLOGY. 


The practice of medicine has so 
many problems, and the attention of 
the physician is so strongly attracted 
to the pathologic process itself, with 
its varied symptoms, diagnoses and 
therapeutic requirements, that he is 
likely to forget one important factor; 
the patient’s attitude of mind in re- 
gard to his disease; his fears, appre- 
hensions and hopes. 

This psychic element is, however, of 
great importance, and to find it and 
use it properly, will realize a high 
ethical ideal and do much for the wel- 
fare of the patient and the success of 
the treatment. To relieve the patient’s 
mind from his burden of sickness and 
anxiety, and establish between physi- 
cian and patient a bond of confidence, 
trust and friendly intercourse, was an 
achievement for the family physician 
of older days, unfortunately very much 
neglected by the specialist of today. 

In many cases the anticipation of 
evil is worse than any existing disease, 
and the only way to overcome it and 
allay the patient’s fears is to consider 
not only the pathologic lesions, but 
the psychic element as well. If the pa- 
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tient’s nervous tension and evil fore- 
bodings are not relieved in the proper 
way, by the confident assurance of 
final success in the treatment, which 
is the secret of a compelling medical 
personality, superficial or careless ad- 
vice or bad anticipations will do great 
harm, making the patient worse and 
turning him for better advice elsewhere. 

Ophthalmology being the most ac- 
curate and scientific branch of medi- 
cine, where the lesions can generally 
be seen and studied properly and the 
treatment directed to the cause, would 
seem less dependent than other spe- 
cialties, neurology for instance, upon 
the physician’s personality and in- 
fluence over the patient. But the 
organ of vision being so important in 
every day life, its impairment be- 
comes immediately a source of great 
anxiety for the patient, who does not 
care for our diagnosis, but for the 
prognosis and the disability the lesion 
may produce. 

The way in which the examination 
is made gives the patient his first im- 
pression of the physician’s ability, and 
also decides to some extent, if he is 
ready to give his trust and confidence 
to his adviser or not. Brusque man- 
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ners, overbearing attitude, curt replies, 
a showing of great hurry, produce a very 
bad and lasting impression on the patient. 

The work of refraction, with its 
slow tiresome examinations, is very 
apt to make the oculist impatient ; par- 
ticularly when the subject is nervous, 
of low mentality, or frightened by the 
use of apparatus, the dark room, etc. This 
is, of course, more frequent in the case 
of badly educated or backward chil- 
dren. In all these cases a kind word, a 
smile, a little rest, will do much to en- 
courage the patient and increase the 
value of the optical tests. Sometimes 
it is a wise measure to have the pa- 
tient come back a second and a third 
time. He knows then what is ex- 
pected of him; and his answers will be 
more accurate and reliable. There is 
also greater chance that he will find 
his glasses useful and comfortable, and 
will wear them. 

In neurasthenic patients it is very 
important to place the fault where it 
properly belongs, and not to blame a 
faulty correction or any muscular im- 
balance as the origin of the trouble, 
when the symptoms are due to the 
general condition. The patient is very 
much affected by his sickness, and 
gives a history of continued trouble, 
not relieved by the many ophthal- 
mologists whom he has consulted, the 
many lenses or prisms he has worn, 
or the muscular exercises he has more 
or less faithfully tried. 

If the new examination is conducted 
along the beaten path, without pay- 
ing any attention to the psychic fac- 
tor, no better results will be obtained. On 
the other hand, if we explain to the 
patient the importance of treating his 
general condition, having the proper 
rest, etc., that no serious trouble is 
ahead of him, and that he will get 
well, his anxiety and fears will be re- 
lieved, and often a cure effected. 

A frequent source of complaint in 
the correction of presbyopia in normal 
persons, is the distance of the near point. 
It should be borne in mind that the pa- 
tient will be better satisfied with a weaker 
than with a stronger correction. The lat- 
ter bringing his reading distance very 
close, and precluding all accommoda- 
tion, makes the range for near vision 


too short, and generally unsuitable for 
other kinds of work than reading. The 
requirements of the patient for near 
work should always be kept in mind. 
The binocular accommodation being 
regularly higher than the monocular, 
as Dr. Duane has recently pointed out, 
a final test with both eyes should be 
made before prescribing the glasses. 

Neurasthenics with insufficiency of 
the accommodation are very much 
benefited by the use of glasses for 
near work. Altho the accommodation 
may be normal for the age, it soon 
gives out after exertion at reading or 
sewing. Young hyperopes, who for a 
long time have been using prisms or 
trying muscular exercises for heter- 
ophoria, are much relieved when a 
presbyopic correction is given to help 
the asthenic ciliary muscle, and make 
reading and other near work comfort- 
able. 

A mistake very frequently made is 
to dismiss the patient summarily 
when he comes back complaining that 
his glasses are bad or useless. The 
slogan “you will get used to them in 
time,” is a poor one. Indeed, in many 
cases there is some cause for com- 
plaint, but in a large number the 
psychic element is the paramount is- 
sue. If the patient is told to get ac- 
customed to the glasses without any 
encouragement, without any explana- 
tion, he will generally try them for a 
while without faith, and discard them 
at the least pretext, especially in 
hyperopia and astigmatic conditions. 
Young people or ladies will take ad- 
vantage of this apparent failure of the 
ophthalmologist, and decide they are 
unable to wear them. 

On the other hand, if the patient is 
briefly tested again to show him that 
his vision improves a good deal, and a 
few glasses are tried to prove that 
stronger or weaker corrections will not 
give better results, he will be immedi- 
ately convinced of the oculist’s skill, 
and in all probability, not only use his 
correction but, what is very import- 
ant, will keep faith in the physician 
and not try others. 

Muscae volitantes are a_ frequent 
source of anxiety and are watched care- 
fully for fear of ensuing blindness. 
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Cataract, especially in its incipient 
stages, is a great source of worry. The 
dark shadows in the field of vision, in- 
creasing continually, produce a great 
fear of total and permanent blindness. 
In neuropathics, this idea will make 
them miserable and change totally their 
outlook on life. Cataract had in the 
past the bad reputation of being very 
difficult to cure, on account of the re- 
peated failures after operations. The 
improved modern methods of treatment 
lend a prognosis possible of which the 
layman is still unfamiliar. 


More human indeed is it to con- 
ceal from the patient the beginning of a 
cataract, unnoticeable to him when 
equatorial, and let the diagnosis be 
known to the family only. In some 
cases the patient’s life will not be long 
enough to become blind. 

Much has been written on the moral 
duty of the physician toward his pa- 
tient when blindness is impending. 
This question, however, cannot be 
settled by fixed rules. In a general 
way, concealing or attenuating the 
truth is by far the most humane and safe 
way, kindling at the same time the pa- 
tient’s hopes with kind words, the 
promise of relief or cure in the future 
or by trying some new therapeutic 
agencies. 

In exceptional cases, when a patient 
with strong personality needs, for 
special reasons, to know the truth, this 
is to be given in order to avoid worse 
results, as impending ruin, change of 
location, etc. 

Altruistic motives need to be empha- 
sized in dispensary practice. In big cities 
the flow of patients in large clinics, and 
the constant shifting from one institu- 
tion to another, prevents to a great de- 
gree, a personal relationship from being 
established with the majority. But with 
faithful patients in severe or obstinate 
conditions, the physician’s acquaintance 
and help is much to be desired, as the 
tendency to consider clinical patients as 
mere “cases,” or material with a view 
to research work or teaching purposes, 
becomes more marked. 

The personal interest and attention 
in each case is rewarded, on the other 
hand, by the patients being more faith- 


ful and more appreciative of the work 
done for them, and so coming more 
regularly, enabling the physician to 
keep track of the course of the disease 
and study the lesions which interest 
him particularly. 

The Social Service help is not so 
often sought as it should be. Its 
work is very important, and may be 
of great assistance in furthering the 
task of the physician in the treatment 
of the psychic element of disease. 

M. UriBe TRONcoso. 


THE LID PLATE. 


An article on trachoma recently pub- 
lished in the JouRNAL (v. 5. p. 799) de- 
scribes the changes produced in the 
eyelids in a way that illustrates and 
tends to perpetuate the confusion ex- 
isting with regard to the true character 
of the “tarsal cartilage.” The de- 
scription used might be held to apply 
to the tissue present, but it would be 
strictly appropriate only if the lid con- 
tained hyalin cartilage, which it does 
not. Several subscribers and collabo- 
rators have called attention to this 
matter. The confusion is rather wide- 
spread; it illustrates clearly the proc- 
ess by which language changes and 
develops; and on that account is 
worthy of attention here. 


In Johnson’s dictionary, compiled 
over 150 years ago, and in _ the 
American edition published in 1819, 
the definition of cartilage was; “a 
smooth and solid body softer than 
bone, but harder than ligament.” This 
applied to the structure in the eyelids 
known as the lid cartilage. It re- 
mained strictly accurate and was com- 
plete, until the compound microscope 
was used for the study of animal tis- 
sues, revealing the facts of histology, 
and causing the cell theory to be ap- 
plied to animal tissues (Schwann, 
1839) and yielding the histologic defi- 
nition of cartilage—a tissue composed 
essentially of “cells embedded in an 
opalescent matrix, either homogeneous 
or fibrous.” 

The plate of firm tissue in each of 
the human eyelids contains no car- 
tilage cells; and in the histologic sense 
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the term cartilage should not be ap- 
plied to it, altho true cartilage is found 
in the eyelids of some animals. Every 
eneral English dictionary, except one, 
still gives the term “lid cartilage” as 
proper, and in only one medical dic- 
tionary is found the word cartilage in 
this connection. “Tarsal cartilage 
referring to this structure is quite as 
widely used, and is found in the last 
editions of some text books of oph- 


thalmology. 

There is abundant excuse for the 
use of these terms in the old sense, 
especially since a very large proportion 
of those practicing ophthalmology as 
a specialty never carefully examined 
microscopically the section of an eye- 
lid. But the best usage has changed 
the meaning of “cartilage” by giving 
it a definite histologic meaning; and 
progress in the exact use of language 
demands that the old, looser use of the 
word be given up. 

What is the best term to designate 
this firm, flexible structure that has 
often been referred to as the skeleton 
of the lid? Since histologic study 
rendered the use of “cartilage” in this 
connection improper, “tarsus” has 
been very frequently used to designate 
the lid plate. In many respects it 
would be an admirable term if it had 
not the long established meaning, “the 
part of the skeleton between the lower 
leg and the metatarsus.” That mean- 
ing for tarsus is given first in the dic- 
tionaries, is far more widely used in 
zoology, and shows its direct connec- 
tion with the old Greek word for heel 
or hoof. The feeling that it is not 
quite right to designate this firm 
structure in the eyelid by the word 
which means ankle, is revealed by the 
tendency to call the former the “tarsal 
plate.” 

But the word “tarsal” used thus gets 
its connection with the eyelid wholly 
thru the word tarsus applied to the 
same structure. Would it not be bet- 
ter, as it would be shorter and more 
descriptive, to call this firm, flexible 
plate of condensed connective tissue 
the lid plate; as it has sometimes been 
called heretofore? The word “carti- 
lage” evidently has proved misleading 


to some who have used it; “lid plate” 
could scarcely be misunderstood. 
E. J. 


OPHTHALMIC MEETINGS. 


June 19, 20 and 21, the American 
Ophthalmological Society will meet in 
the Hotel Broadmoor at Colorado 
Springs. June 27, 28 and 29 the Sec- 
tion of Ophthalmology of the Ameri- 
can Medical Association will meet in 
San Francisco. The programs of these 
meetings are not yet announced, but the 
records of both of these organizations 
give complete assurrance that the 
papers and discussions that will fill 
their sessions will be of the highest 
interest to all active ophthalmologists. 

The sections of the A. M. A. are, 
of course, open to all Fellows of the 
Association that choose to register in 
them. The Ophthalmological Society 
limits its membership, but has always 
welcomed ophthalmologists of good 
professional standing to attendance at 
its meetings. Last year the number 
of guests who registered their attend- 
ance almost equalled the number of 
its members present. 

The arrangement of these meetings 
for successive weeks offers a very at- 
tractive combination for eastern oph- 
thalmologists. They can come to 
Colorado, see something of its attrac- 
tions, and attend the scientific gather- 
ings of the American Ophthalmologi- 
cal Society. Then there will be time 
to see the Grand Canon, or to stop at 
Salt Lake, or to visit Los Angeles, be- 
fore going to the Section meetings of 
the A. M. A. at San Francisco.  Fol- 
lowing the A. M. A. meeting, carefully 
arranged excursions will be available 
to the Northwestern National Parks, 
to Honolulu and the Hawaiian Islands, 
to Alaska, and to the mountain and 
glacier regions of Western Canada. To 
take one of these excursions will re- 
quire three or four weeks. Returning 
from it, the course of graduate study 
of the Ernest Fuchs Society, and Colo- 
rado Congress of Ophthalmology and 
Oto-Laryngology at Denver can be at- 
tended July 16 to 31. 

The postponed course of the Ernest 
Fuchs Society will be given in co- 
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operation with the Colorado Ophthal- 
mological and Oto-Laryngologic so- 
cieties in the Auditorium of the Medi- 
cal Society of the City and County of 
Denver, July 16 to 28 inclusive; and 
on July 30 and 31 the Colorado Con- 
gress will be held in the same place. 
In the postponed course, most of the 
instructors, who were expected to par- 
ticipate in the course at New Orleans, 
will give the instruction announced 
for that course; and other well known 
teachers will take part. 

The second week in October will 
bring to Washington, D. C., the mem- 
bers of the American Academy of 
Ophthalmology and Oto-Laryngology 
for their annual meeting, and _ three 
days of graduate work. The standing 
of these meetings, the museums and 
other attractions of Washington, and 
the fact that this will be the only 
national ophthalmic meeting held in 
the Eastern United States this year, 
will doubtless make it especially at- 
tractive and successful. BE. J. 


BOOK NOTICES. 


Glaucome et Hypotonie. Prof. F. La- 
grange, Bordeaux, 432 pages, 104 
illustrations and six color plates. 


Octave Doin, Paris. 1922. 


The name of Prof. Lagrange is well 
known, being associated with his 
operation for chronic glaucoma. He 
has published recently an interesting 
and comprehensive book, dealing with 
the surgical therapeutics of this dis- 
ease, and disavows any intention of 
writing a complete treatise on ‘glau- 
coma; or on hypotony, which” he 
studies in comparison at the end of the 
volume. In order to establish on a 
physiologic foundation his operation 
for glaucoma, he reviews in a clear and 
comprehensive way the basic problems 
of the nutrition of the eye, first in the 
preface of the book and then in the 
chapter of pathogenesis of glaucoma. 

It is interesting to notice that his 
ideas on this subject are the classical 
ones. He supports the existence of a 
continuous current of the aqueous 
humor thru the angle of the anterior 
chamber, (as the reviewer himself has 


established experimentally), against 
the new conceptions of Weiss, Ham. 
burger and lately Magitot, who deny 
this current and consider the aqueoys 
as a stagnant fluid, subject only to the 
changes of the blood pressure. For 
this school, the angle of the anterior 
chamber and the Schlemm canal have 
no physiologic importance, or special 
function. Lagrange considers the re- 
sults of his operation of sclerecto 
iridectomy as speaking clearly in fayor 
of a continual escape of the aqueous, 
thru the Schlemm canal, toward the 
lymphatic spaces under the conjunc- 
tiva. 

The aqueous itself is a_ secretion 
of the ciliary body, which is a true 
gland because, amongst other reasons, 
the author has found there the more 
evident epithelial tumors, adenomas, 
epitheliomas and carcinomas. On the 
other hand, and this is one of the fea- 
tures of the book, the opposition be- 
tween the causes of glaucoma and es- 
sential ophthalmomalacia is illuminat- 
ing, as regards the circulation of 
fluids in the eye. Experimentally in 
rabbits, and then in human beings by 
an operation which he calls “blind- 
age” or “colmatage,” the author has 
succeeded in elevating the tension of 
eyes in a state of hypotony (high my- 
opia, detachment of the retina), by 
closing the venous and _ lymphatic 
channels over the sclera around the 
limbus. Altho the increase of tension, 
at first very considerable, falls quick- 
ly, it rises again to a level above the 
primary tension. 

Lagrange defines glaucoma as: a 
dystrophy of the eye characterized 
anatomically by vascular and nervous 
degenerations, and clinically by hyper- 
tension. In the glaucomatous eye 
there are two principal disturbances: 
Ist. Hypertension. 2d. Trophic 


" changes, especially in the anterior end 


of the optic nerve. The glaucomatous 
patient is a Brightic, a cardiac or a 
lithiasic, and almost always an arthritic 
patient, or a_ sufferer of hyperten- 
sion. He is also emotional and under 
the influence of the nervous system, 
the natural emunctories work badly; 
toxins remain in the blood current and 
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produce the stimulation of the sympa- 
thetic and trigeminus, with an atten- 
dant increase in the secretion of the 
fluids. 

In another chapter Lagrange blames 
also troubles in the thyroid and para- 
thyroid glands, as_ the cause of the 
stimulation of the sympathetic and en- 
suing vasodilatation. It is the old 
secretory neurosis of Donders, revived 
when all other theories seem to have 
failed. Altho Lagrange mentions the 
reviewer's ideas on the change of the 
chemical composition of the aqueous 
and vitreous to explain the cause of 
glaucoma, he is a convinced partisan 
of the nervous theory, which is not 
demonstrated and has no pathologic 
support. 

A sharp distinction is made in the 
book between hypertension and glau- 
coma, and the latter is divided under 
five heads: 1. Prodromic glaucoma, 
2. Chronic simple glaucoma with inter- 
mitent hypertension. 3. Chronic glau- 
coma with constant hypertension. 
4. Irritative glaucoma and 5, Acute 
glaucoma. 

After studying the symptoms, pathol- 
ogy and prognosis of glaucoma, La- 
grange describes the medical and 
surgical treatment, with special refer- 
ence to his operation of sclerecto- 
iridectomy. He claims priority over 
Herbert, who published his paper 
some months after Lagrange, and con- 
siders Holth’s operation and Elliot’s 
trephining as mere modifications of the 
technic of his own method. 

The greater part of the book is de- 
voted to the study of filtering scars, 
better called scleral fistulas, which, 
altho not obtained in some exceptional 
cases, are the rule with his method. 

In support of his views he quotes 
some experimental studies made on 
rabbits by him and his assistants, in 
which a perfect subconjunctival fistula 
was obtained and remained open for 
eleven months. 

He has found three varieties of 
fistular scars, viz: 1. Simple thinning 
of the sclera. 2. Subconjunctival fis- 
tula. 3. Ampullar elevation of the con- 
junctiva, which he considers the result 
not only of the manner the operation 
is performed, but also of the condition 


of the eye. He quotes 104 cases of his 
personal statistics, of whom fifteen 
only were unsuccessful, and of these 
eight times on account of the forma- 
tion of a cataract. He refers also to 
the voluminous literature on the sub- 
ject. 

For him Elliot’s operation “is bad, 
the technic being defective and the 
risks of infection greater” than with 
his own method. 

The book is interesting, and will be 
of great profit and value for the sur- 
geon who wants to obtain a larger 
view of the much discussed topic of 
scleral resections and its. permanent 
value. 

M. Urise Troncoso. 


Abstract-Bulletin of Nela Research 


Laboratory. Edward P. Hyde,, Di- 
rector. Vol. 1, No. 3. Pages I-IX, 


303-521; 12 plates and 60 illustra- 
tions in the text. Published by 
the Research Department, National 
Lamp Works of the General Elec- 
tric Company, Cleveland, Ohio, 
1922. 

The Nela Research Laboratory in- 
cludes two _ divisions—one of pure 
science, with Dr. Ernest Fox Nichols, 
Director; the other of applied science, 
M. Luckiesh, Director. Some sixteen 
different workers have contributed to 
the present number of the Abstract 
Bulletin; including, beside the direc- 
tors, illuminating engineers, the psy- 
chologist, Professor Troland of Har- 
vard, such well known workers in 
physiologic, optics as. Luckiesh and 
Cobb, and several others. The papers 
here collected are generally abstracts, 
or extracts, from papers or mono- 
graphs, which have been -published in 
full in the transactions of societies be- 
fore which they were presented, or in 
leading technical. journals of this 
country or Europe. In this way they 
report the important results of original 
investigation, in condensed form that 
renders them most readily accessible 
to the mass of readers. 

Of the thirty-seven abstracts here 
published, twenty-four refer more or 
less to topics of physiologic optics; the 
others refer to radio-physics and chem- 
istry. Among the former are dis- 
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cussed the visibility of radiations, 
thresholds for colors, laws of fatigue, 
after images, transmission by differ- 
ent media, etc.; matters that easily 
may become the bases of important 
practical deductions, altho at present 
to be regarded as questions of pure 
science. Some, however, are distinct- 
ly papers on applied science, as the 
paper of the Director on “Lighting of 
the Cleveland Museum of Art.” The 
illustrations include diagrams and re- 
produced photographs showing ap- 
paratus, graphs of results obtained by 
experiments, representations of the 
spectra from photographs of light 
from various sources, or radiations 
thru various media. 

This publication is one that should 
be in every complete library on oph- 
thalmology. Familiarity with what it 
contains will be a valuable addition to 
the resources of any one who at- 
tempts to give practical application to 
physiologic optics in solving the prob- 
lems of ocular hygiene and disease. 

J. 


Deutsche ophthalmologischen Gesell- 
schaft. Bericht ueber die 43 Ver- 
sammlung in Jena, 1922. A. Wagen- 
mann, Secretary. 346 pages, 74 il- 

_lustrations. Miinich. J. F. Berg- 
mann, 1922. 

If the name of this society were al- 
ways translated “German Ophthalmo- 
logical Society,” instead of calling it 
colloquially the “Heidelberg Con- 
gress,” its character and importance 
would be better understood. It is not 
strictly national, for its 711 members 
include German speaking ophthalmol- 
ogists from all parts of the world; 
among them, even since the late world 
war, are 14 from the United States and 
5 from the British Empire. The meet- 
ing for 1922 was held, not at Heidel- 
berg, but at Jena; and was attended 
by 257 of the members. 

At the five scientific sessions, sixty- 
three papers were presented; and at 
the “demonstration session” nineteen 
different members presented each from 
one to eight specimens, pieces of ap- 
paratus or methods which they demon- 
strated. Necessarily the papers are 
brief; they average less than four 


pages each, and the discussions on 
them only occupy one-tenth of the 
space given to the papers. Despite the 
difficulty of attending, each year, two 
or three national gatherings, devoted 
to one’s special branch of medicine, it 
may be questioned whether such 
overcrowding of a program is any less 
disadvantageous to scientific progress 
and advancing personal knowledge. 
Perhaps the increased number and 
support of local special societies is the 
best remedy for too numerous, or over- 
crowded national organizations. 
The different subjects presented at 
this meeting are noted under appro- 
priate headings in Current Literature. 
As might have been expected at a 
meeting held in Jena, physiologic 
optics and optical instruments claimed 
a good deal of attention. There were 
ten papers on such subjects given at 
one session. There are also several 
papers dealing with questions of 
physiologic chemistry, and a group of 
four that discuss phases of tubercu- 
losis in relation to the eye. Cataract 
and glaucoma are not neglected. On 
the whole, however, this series of 
papers and discussions covers a wide 
range of topics. It shows considerable 
activity among German ophthalmolo- 
gists—a determination to do all they 
can under favorable and discouraging 
circumstances. The opening speeches 
of the meeting by Uhthoff of Breslau, 
The Dean of the Medical Faculty, and 
Brueckner, Professor of Ophthalmol- 
ogy in the medical faculty of Jena, 
expressed the same spirit and extended 
a cordial welcome. E. J. 


Transactions of the Ophthalmological 
Society of the United Kingdom and 
Affiliated Societies. Vol. XLII. 
Session 1922, with list of officers, 
Members, etc. 462 pages, 10 plates 
and 18 illustrations in the text. 
London, J. and A. Churchill, 1922. 


This volume includes a discussion 
of industrial diseases, 34 pages, and 30 
communications presented to the An- 
nual Congress of the Society. There 
are also sixty-two communications 
that were presented to five of the six 
affiliated societies. The Midland 
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Society furnishes 
just as many papers as the Annual 
Congress; five papers come from the 
Ophthalmological Society in Egypt; 
and the longest discussion, on the 


Ophthalmological 


significance of retinal hemorrhage, 
from the Oxford Congress. Che 


Ophthalmological Society of the 
United Kingdom has a membership 
scattered thruout the world. One paper 
presented to the Annual Congress was 
by a member living in South Africa, 
and other members living in South 
Africa, India and Australia, took part 
in its discussions. 

In various ways this volume is as 
representative of British ophthalmol- 
ogy, as the volume reviewed above is 
of German. Its distinguishing char- 
acteristic is the solid practical value 
of what it contains. The transactions 
of all the national societies devoted to 
ophthalmology are well worth having, 
they furnish a most valuable part of 
current ophthalmic literature; but 
among them the British must be 
ranked as having the highest value, for 
the largest circle of those engaged in 
ophthalmic practice. This volume 
contains no Bowman Lecture. This 
will be missed. The lecturer already 
chosen for 1923 is Dr. George E. de 
Schweinitz. At the opening of the 
1922 congress, the Edward Nettleship 
prize was presented to Dr. H. M. Tra- 
quair, of Edinburgh, for his work on 
“Bitemporal Hemianopsia”. 

To Americans, some of the subjects 
discussed in this volume are very 
familiar, altho they are unusual in the 
programs of European societies, 
among them are “hyperphoria” and the 
“use of cycloplegics.” The latter dis- 
cussion occupies, with two exceptions, 
the largest space in the volume; and 
naturally on these subjects American 
work is recognized as authoritative. 


In this volume there are no colored 
plates and the number of illustrations 
is not as large as in some preceding 
volumes. Apparently the expense of 
such things is too great to allow their 
more general employment. From the 
item for illustrations in the report of 
the Hon. Treasurer, they would seem 
to be about as expensive in Great Brit- 


ain as in the United States. A spe- 
cial fund started to supply illustrations 
has not yielded what was hoped of it. 
This volume can be bought of the pub- 
lishers for little if any more than the 
cost of publishing it. Every English 
reading ophthalmologist needs it. It 
is a good service to our profession, to 
call the attention of our colleagues to 
its value. E. J 


Stilling’s Pseudo-Isochromatische 
Tafeln zur Priifung des Farbensin- 
nes. Herausgegeben von Prof. Dr. 
E. Hertel. 16 Auflage. 5 pages of 
text and 29 color plates. Leipsig, 
Georg Thieme, 1922. 

Stilling’s pseudoisochromatic plates 
for testing the color sense are widely 
known, and still found useful in the 
practical testing of color blindness. 
Any particular edition of them depends 
for its value on the careful selection of 
the colors that are to be used together 
on each plate, and on their perma- 
nence. In this form, of a small book 
with one test plate on each page, they 
are easily used; and easily kept clean 
and preserved from change by expo- 
sure to light. Hertel’s own work with 
the late Professor Stilling at Stras- 
burg has fitted him for choice of the 
best form, for carrying out the idea 
underlying the test. 

The text consists of a brief introduc- 
tion, in which it is pointed out that two 
of the plates have been revised; and 
a short description of the way the tests 
are to be used. They are divided in- 
to twelve groups. Groups I to IV and VI 
to VIII are to test red green blindness. 
Groups IX and X are for yellow blue 
blindness. Group V serves for either 
color defect. A person who cannot 
read any plate of these ten groups is 
totally color blind. 

Each plate is covered with small cir- 
cles of color of various sizes and 
shades. Circles of one color make a 
back ground; and circles of a color 
likely to be confused with it form the 
figures of a number, which cannot be 
read by the color blind, but is quite 
readily recognized at a little distance 
by those who have good color percep- 
tion. 
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OFTALMOLOGIA TROPICAL. Dr. 
Robert H. Elliot. (London.) Trans- 
lated into Spanish by Dr. Francisco 
M. Fernandez. 8 mo. 547 pages. 123 
illustrations and 7 color plates. Pub- 
lished by “Revista Cubana de Oftal- 
mologia,” Habana, 1922. (See also 
p. 242.) 

Dr. Elliot’s Tropical Ophthalmology 
has already been reviewed in these 
columns, but our numerous Spanish 
readers will certainly be glad to know 
that a translation into their language, 
has just been issued by Dr. F. M. Fer- 
nandez, the energetic and successful 
editor of the Revista Cubana de Of- 
.almologia. 


The book opens with a prologue by 
Dr. Juan Santos Fernandez, the pi- 
oneer Cuban ophthalmologist and emi- 
nent writer, recently lost to the profes- 
sion, in which he undertakes a sort of 
parallel between tropical diseases as 
described by Elliot, and those he found 
in his extensive practice in this con- 
tinent. 

The presentation of the book is ex- 
cellent, and the printing, paper, and 
binding are a credit to the publisher. 
The translation itself is very good and 
the Spanish quite correct, something 
which can not be said of some Span- 
ish translations of medical books. It 
is regrettable, however, that the proof 
reader has passed over many typo- 
graphic errors, which undoubtedly 
will be easily corrected in another edi- 
tion. 

Although the conditions in India are 
quite different from tropical America, 
socially as well as medically, a book 
such as the one Dr. Elliot has written, 
will be of great interest and impor- 
tance for the ophthalmologists in 
Mexico, and Central, and South 
America, who are confronted by many 
of the diseases and problems so mas- 
terly treated in this work. 

It is to be hoped that the large 
clinical and scientific material accumu- 
lated in Latin America, now scattered 
and almost lost in many journals, will 
be utilized and collected in a similar 
publication, thus completing the tropi- 
cal ophthalmology of the world. 

M. Urise Troncoso. 


Diseases of the Ear, Nose and Throat 
Medical and Surgical, by Wendel] 
Christopher Phillips, M.D., Sixth 
Revised Edition, published by F, 4. 
Davis Company, Philadelphia, 1922 
The sixth edition of this splendid 

text-book presents many items of new 

material. The operative treatment of 
cancer of the larynx has been extepn- 
sively changed. The chapters on sys- 
pension laryngoscopy, bronchoscopy, 
and esophagoscopy have been revised 
under the supervision of Drs. Lynch 
and Jackson. There has been intro- 
duced a concise description of the 
audiometer test for hearing, and the 
author states that without a doubt the 
use of this instrument will advance the 
knowledge of the acoustics of the ear 
and correct many misconceptions now 
held by aurists. The chapters on 
diphtheria, syphilis, asthma, and hay- 
fever have been brought up-to-date. 
There is a timely reference to the com- 
munity service work for the deaf. The 
author states in the preface that his 
purpose has been to write a practical, 
accurate and concise treatise, bearing 
the approval of his personal experi- 
ence. This expresses well the spirit 
of this excellent text, for in most of 
the subject matter there is clearly 
shown the firm impressions gained 
from a wide practical experience. The 
major interest of this text is placed 
upon diseases of the ear, this portion 
comprising about one-half of the en- 
tire volume. This is complete and 
strictly up-to-date, except that portion 
dealing with the Eustachian tube, 
which shows that the author is not 
converted to the many advantages of 
the nasopharyngoscope, for working 
in the epipharynx. The section on the 
influence of general diseases is splen- 

did. 

There will be hearty disagreement by 
many good specialists with some of the 
dictums laid down concerning the 
nasal accessory sinuses, especially the 
maxillary sinus. After radical opera- 
tion on this sinus, the author advises 
packing with gauze for three weeks. 
Most of us use no packing at all, and 
thus save our patients untold suffer- 
ing. The chapters on the larynx are 
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very complete and ring true toa wide 
practical experience. [he sections on 
bronchoscopy and esophagoscopy are 
arranged as a sort ol preface to larger 
works on this specialty. 

The author is to be complimented 
on the fact that he wastes no great ef- 
fort by words, or illustrations in at- 
tempting to teach the technic of opera- 
tions. This of course must be done not 
‘in the text-book but in the operating 
room. This volume can be highly rec- 
ommended not only to students but also 
to those practicing this specialty, because 
it contains so much of Dr. Phillips’ per- 
sonal experience. 

Joun H. Harter. 


CORRESPONDENCE. 


Intermediary Hosts, Tabanidae, and 
Bed-Bugs, in Trachoma. 
To the Editor: 

The letters of Drs. H. B. Young 
and Myles Standish in the December 
issue are naturally of special interest 
to me, since so far as I know, I was 
the first to advance and publish (Oph. 
Record, Sept. 1908) the theory that 
trachoma is communicated to human- 
ity by insects functioning as intermedi- 
ary hosts, or as transmitters (car- 
riers), ete. 

As regards Dr. Young’s paper 
(Trans. Am. Acad. Oph., 1920, p. 196) 
he has inadvertently clouded his con- 
tention by inaccurate use of technical 
terms. For example: “It should not 
be forgotten that the fly, long sus- 
pected as a common carrier, may real- 
ly be the intermediary host.” The 
common house fly is not, under any 
circumstances, an intermediary host. 
Bacteriologists and _ protozoologists 
unanimously restrict the term to those 
insects in whose bodies the ingested 
microorganisms undergo a_ morpho- 
logic change. Thus in malaria and yel- 
low fever the mosquito is a typical in- 
termediary host. He states that “the 
disease trachoma has been confined to 
narrower and narrower limits to a de- 
gree not accounted for by any sanitary 
measure inaugurated to that end,” ap- 
parently ignoring even the barring of 
all immigrants having the disease, by 
this country. 


Gladly dropping the role of critic, I 
cordially agree with Dr. Young 
window screens have been a not un- 
‘mportant preventive factor, for I 
learned in Kentucky that in the day- 
time house flies settle on the pus- 
covered lid margins of sleepers, espe- 
cially of children, who are trachoma- 
tous. He refers to my “failure to 
establish a connection between equine 
conjunctivitis and trachoma thru the 
tabanidae.” (Am. Jour. Ophthal., 
June, 1920.) This I freely admit, but 
I desire nevertheless, to state that the 
horse fly (Tabanid) undoubted villain 
as he is, (for example, as a carrier of 
anthrax,) has, so far, been found 
guilty of implication as an intermedi- 
ary host of only one disease; that of 
the loa worm (filaria). (Chandler, 
“Parasites and Human Disease,” 1918, 
p. 489.) 

Dr. Young concludes : * * “there is 
no proof that the house fly by mere 
contact spreads the disease; there is no 
proof that it spreads thru interhuman 
contact” (!) I think the doctor might 
change his opinion if he spent some 
months in the Kentucky Highlands. 

An important point was mentioned 
in the discussion of Dr. Young’s paper, 
by Dr. Stucky, i.e., that trachoma is posi- 
tively contagious in the inflammatory 
stage. In the absence of a superadded 
mixed infection, trachoma is ordinarily 
but mildly, if at all, infectious. In 
1910 (Ophth. Record) I wrote: “My 
own clinical experiences lead me to 
doubt whether infection can occur, 
thru biting and nonbiting insects as 
disseminators, when there are no bac- 
teria (mixed infection) in the ocular 
discharge.” I submit Dr. Stucky’s and 
my own statements as at least approxi- 
mate answers to Dr. Young’s challenge 
in his letter (Am. J. Oph., Dec. 1922) : 
“T am still awaiting a better explana- 
tiori for the complete subsidence of 
trachoma in the 6 families where, on 
the interhuman contact theory, it 
should have been widely dissemi- 
nated.” The article “Trachoma” 
(Vol. XVII, p. 12877, Amer. Encyclo- 
pedia of Ophthal.) states: “A tra- 
choma which is kept in check by sys- 
tematic treatment possesses slight 
power of contagion.” 
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Dr. Myles Standish’s tentative 
theory that the bed-bug is the guilty 
insect I welcome as a promising clue 
in the etiology of trachoma. While, 
like the tabanids, the bed-bug has been 
convicted of being an intermediary 
host in the case of but one disease 
(thru Trypanosoma Crusi), i.e., Chagas’ 
disease, that he may act as a mechanical 
spreader of various diseases, is unques- 
tionable. (Chandler.) He is one of 
many insects that transmit as carriers, 
either thru bite, or thru the stomach con- 
tents and feces (as when smashed) ; 
there being no change in the morphology 
of the microorganism (protozoon or hac- 
terium) while in the insect. 

The bed-bug bites generally under 
cover, (but sometimes bites the face), 
and deposits his feces on the clothing, 
usually. I have obtained no evidence 
that he ever bites the eyelids, and more- 
over, his normal food is human blood. A 
trachomatous person, having eye secre- 
tion on his fingers, and scratching a bed- 
bug bite would leave the secretion there, 
and possibly it might be ingested by the 
bed-bug and the virus appear in the 
feces. 

Dr. Standish remarks: “I have had 
under my care single cases of trachoma 
in well-to-do, cleanly families, when the 
disease persisted a year or more in the 
affected person, yet no other contracted 
the disease. That this was due to care 
may have been the case, but when we 
consider how acute conjunctival and 
other infections, which are conveyed by 
discharges from the eyes and nose, 
spread in similar families, I am not in- 
clined to accept that explanation.” 

What I quoted above, that a trachoma 
kept in check by systematic treatment 
has slight power of contagion, is, I be- 
lieve a common experience of oculists 
who have treated large numbers of the 
trachomatous. Certain views of Fuchs 
are also opposed to Dr. Standish’s con- 
tention. He says: “the existence of an 
acute infection in pure trachoma, i.e., 
without mixed infection, cannot alto- 
gether be excluded. Experiments in the 
transfer of a pure trachomatous secre- 
tion to man have sometimes, after an in- 
cubation period of 8 to 10 days, resulted 
in the outbreak of trachoma with inflam- 
matory symptoms.” [Italics mine.] 


(Fuchs-Duane, 7th Ed., 1923, p. 468.) Me 
However, it is to be hoped that properfiia 
inspection of steamers, logging camps, A 
etc., for the bed-bug may become a parti 
of the regular duties of State Boards of Hi 
Health, and of the U. S. Public Health ith 
Service in regard to the possible rela-(# 
tions of that insect to trachoma. 

F. B. Eaton. 
440 Post St., 


San Francisco, Calif. fe 
Correction of Terms 


Dr. Alexander Duane has called my 3 
attention to the fact that two of the i 
terms used in my paper on Parinaud’st 
Conjunctivitis (American Journal 
Ophthalmology, October 1918) are in- Lh 
correctly spelled. He has pointed out fe 
that the plural of “leptothrix” is lepto- a) 
triches,” and not “leptothrices,” the term} if 


used by me, and that I should have used 4 


the term “leptotrichosis” instead of lep- i 

tothricosis.” 
Very truly yours, a 

F. H. Vernoerr. 


Boston, Mass. 
ABSTRACTS. 
Li, T. M. Trachoma in China. Na-iM 
tional Medical Journal of China. Vol. fi ' 
8, March, 1922, page 1. ith 

Li states that “Trachoma is the most, 
common disease of the eye and is uni- @# 
versally found in China. In Southig 
China it is estimated that about 15 toi 
20 per cent of the population are affec-faim 
ted with it; in North China not less#iys 

than 50 per cent. In the eye clinic ful-4g 
ly 65 percent of the cases come because: : 
of trachoma or its complications. It's 
is found in all classes of society, among 4), 
foreign residents as well as Chinese./4 || 
The members of the Department of ity 
Ophthalmology of the Peking Union s{)} 
Medical College examined several 

hundred mechanics and construction‘ 
workmen of the college, and the chil- 
dren of three orphanages in the city.) 
Out of a total number of 1,475 exam-*" 
ined, 860, or 58.3 per cent, were found ) 


to have trachoma.” f 


The widespread nature of this disease $} 
among the general public in China 1s |): 
due to the lack of government or pro- 
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ABSTRACTS 


yincial public health control of infec- 
tious diseases in general, ignorance of 
the infectious nature of trachoma, lack 
of personal hygiene, the indiscriminate 
use of the common towel, basins, and 
various household utensils. | We all 
know how general is the Chinese cus- 
tom of using hot towels in restaurants 
and theaters, and also while traveling 
tv train or steamer. Among schools 
and public institutions failure on the 
part of the authorities to have any 
regulations, or to enforce them if they 
do have, for the examination of the 
eves of all applicants for admission 
into their schools as students, teachers, 
or servants, is a large factor in further 
disseminating this disease. 

From frequent observations of chil- 
dren closely associated, as in orphan asyl- 
ums, it is the experience that trachoma 
usually has an incubation period of 
from three to five days. Trachoma 
may fully develop in as short a time as 
two or three weeks, and then of course 
can be positively diagnosed. 

Li feels that the classification of the 
various stages of trachoma should be 
simplified, and proposes a division into 
the following three stages, which he 
describes in considerable detail: 

1. Follicular stage. 2. Hyperplastic 
stage. 3. Cicatricial stage. 

H. J. H. 


Sachs, M. Protrait and Reality. Wien 
med. Woch., 1921, No. 24, p. 1079. 
The phenomenon is well known that 
certain protraits seem to look at the 
observer. Even if the latter changes 
his position from one side to the other, 
he has the sensation that the protrait 
follows him with its glance. 

This sensation is bound to the sensa- 
tion that the head of the observer is 
rotated simultaneously. This state of 
affairs is a hallucination ; the condition 
is brought about thru failure of 
parallax displacement. 

H. A. 


Salzmann, M. Hereditary Detachment 
of the Retina. Wien. med. Woch., 
1921, No. 24, p. 1082. 

Salzmann gives the history of de- 
tachment of the retina in a boy, aged 

16 years, whose case was especially re- 
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markable; 1. By the appearance of the 
detachment in a comparatively low 
nondeleterious myopia. 2. The early 
appearance of the detachment (14-16). 
3. Thru the benign course it ran; 
and 4 that the detachment in the son 
was a true copy of the detachment the 
father had 30 years before. 
H. A. 


Sattler, H. Retrobulbar Optic Neuritis 
in Exophthalmic Goitre. Wien. 
med. Woch., 1921, No. 24, page 
1084. 

Sattler’s case of retrobulbar neuritis 
had no symptoms of exophthalmic 
goitre until iodid of potassium was 
administered, when some of the classic 
signs of Basedow’s disease developed. 
Partial thyroidectomy was made. Re- 
cession of the exphthalmos and other 
symptoms, with improvement of vision 
resulted. 

H. A. 


Rossi. Uveitis of the Menopause 
with Hypoadrenalinism. Arch di Ott., 
1922, v. 29, p. 241. 

Rossi saw two cases in whom a stormy 
menopause with constitutional signs of 
ovarian insufficiency was associated with 
severe uveitis. The first case, a woman 
of forty, showed excessive pigmentation 
around the lips and eyes, the white line 
of Sargent, supposed to indicate hypo- 
adrenalinism, and gave a severe reaction 
to a pilocarpin injection. The adrenalin 
test was negative. At the time of her 
menopause, she had a severe uveitis with 
dense vitreous opacities and foci of 
fresh choroiditis. She recovered during 
two months of treatment with atropin, 
dionin, and daily injections of ovarian 
extract and adrenalin. 

The second case, a woman of fifty- 
one, showed similar hyperpigmentation, 
with a distribution of fat suggestive of 
hypoadrenalinism but without the Sarg- 
ent white line. The reactions to pilo- 
carpin and adrenalin were the same as 
in the first case. At the time of her 
menopause, it was associated with very 
painful periods, nausea, vomiting, and 
headache. She developed severe uveitis, 
the vision of the left eye was lost, and 
that of the right eye later was decreased 
to 1/50. Besides local treatment, she 
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was given ovarase and adrenalin by 
mouth regularly for four months, during 
which time the vision improved to one- 
fourth in the right eye and menstruation 
was resumed. 

The author reviews the work of other 
observers, most of whom have not con- 
sidered other changes of the body, due 
to the glandular insufficiency. Besides 
the disturbances due to absence of ovar- 
ian secretion, a general disequilibrium 
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occurs between the other remaining 
glands and produces wide spread die. 
turbances of the cellular economy, |; 
is suggested that the catabolic phase of 
metabolism in these patients, by which 
the products of cell destruction are re- 
moved, is lower and the accumulation 
of these cells produces inflammation, 
The eye being largely a vascular and 
nervous structure, it is especially sub- 


ject to such influences. ». R. G. 


ITEMS 


Personals and items of interest should be sent to Dr. Melville Black, 424 Metropolitan 


Building, Denver, Colorado. They should be sent in by the 25th of the month. ‘The follow. 
ing gentlemen have consented to supply the news from their respective sections: Dr. E¢- 
mond E. Blaauw, Buffalo; Dr. H. Alexander Brown, San Francisco; Dr. V. A. Chap. 
man, Milwaukee; Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Orleans; Dr. Wm 
F. Hardy, St. Louis; Dr. Geo. F. Keiper, LaFayette, Indiana; Dr. Geo. H. Kress, Los 
Angeles; Dr. W. H. Lowell, Boston; Dr. Pacheco Luna, Guatemala City, Central 
America; Dr. Wm. R. Murray, Minneapolis; Dr. G. Oram Ring, Philadelphia; Dr. Chas. 
P. Small, Chicago; Dr. John E. Virden, New York City; Dr. John O. McReynolds, 
Dallas, Texas; Dr. Edward F. Parker, Charleston, S. C.; Dr. Joseph L. McCool, Portland. 
Oregon; Dr. Richard C. Smith, Superior, Wis.; Dr. J. W. Kimberlin, Kansas City, Mo.: 
Dr. G. McD. Van Poole, Honolulu; Dr. B. Cayce, Nashville, Tenn.; Dr. Gaylord ¢ 


Hall, Louisville, Ky.; Dr. Edward D. LeCompte, Salt Lake City. 


DEATHS. 

Dr. Thomas O. Edgar, of Dixon, Illinois, 
died March 5th, aged 52 years. : 

Dr. Charles Victor Fisher, of Klamath Falls, 
Oregon, died January 19th, aged 52 years. 

Dr. John R. Hoffman, of Chicago, Illinois, 
aged 57, died February 19th, of thrombosis. 

Dr. Francis B. Loring, of Washington, D. C., 
aged 72, died January 14th. 

Dr. F. Schanz, an ophthalmologist and writ- 
er on ophthalmology, of Dresden, Saxony, 
died recently. 

PERSONALS. 

Dr. F. M. Fernandez, of Havana, has been 
elected a corresponding member of the Cara- 
cas Medical Society. 

An announcement of the marriage of Dr. 
Joseph S. Lichtenberg and Mrs. Eva W. Case, 
of Kansas City, Missouri, has been received. 

Dr. Herbert J. Scott announces his associa- 
tion with Dr. Frederick T. Clark, Parks Bldg., 
Westfield, Massachusetts. Practice limited to 
eye, ear, nose and throat. 

Dr. Frank Allport, of Chicago, is spending 
the winter months in St. Augustine, Florida. 
He expects to return about the middle of 
April. 

Prof. G. Elliot Smith gave the Montgomery 
Lecture on “Movements of the Eye” before 
the Royal College of Surgeons in Ireland, 
January 29th. 

Dr. John Green, Jr., of St. Louis, was guest 


of the Indiana Academy of Ophthalmology 


and Oto-Laryngology, on January 17th; and 
delivered an address on “Factors of Safety in 
the Operation for Cataract.” 

After many years of distinguished service, 
Professor Jiuro Komoto of the Imperial Uni- 
versity, Tokyo, Japan, has resigned the chair 
of ophthalmology in that institution because of 
ill health, the resignation to take effect on the 
last day of March. He will be succeeded by 
Dr. Ishiwara. 

Dr. M. Paul Motto, until recently associate 
in the ophthalmologic division of the New 
York Post-Graduate Medical School and Hos- 
pital, announces the opening of his office at 
550 Rose Building, Cleveland, Ohio. Since his 
return Dr. Motto has been appointed to the 
eye service of the Lakeside and Mount Sinai 
Hospitals. 

Professor Fuchs, of the University of 
Vienna, arrived at Tokyo about the end of 
September, where he remained for a month. 
There he delivered two lectures: “Arterio- 
sklerose der Augen” and “Tabetische Augen- 
symptomen.” From Tokyo he went, by way 
of Korea and Manchuria, to Peking, where he 
lectured for four weeks in the Peking Union 
Medical College. 

While stopping in Manila on his world tour, 
Professor Fuchs was appointed visiting pro- 
fessor by the University of the Philippines 
thru the suggestion of the Professor of 
Ophthalmology and the Dean. He gave a 
series of lectures on the pathology of the eye 
from January 8th to January 19th, Dr. A. S. 
Fernando assisting in the projection of. the 
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slides on the screen. There was a large at- 
tendance at all these very instructive lectures. 
A reception was given in his honor by the 
members of the college faculty. 

SOCIETIES. 

At the January meeting of the St. Louis 
Ophthalmic Society the following officers were 
elected: President, W. A. Shoemaker; vice- 
president, J. W. Charles; secretary-treasurer, 
N. R. Donnell; editor, Lawrence Post. 


The American Academy of Ophthalmology 
and Oto-Laryngology will meet in Washing- 
ton, D. C., October 15 to 20, inclusive. Thomas 
FE. Carmody, of Denver, is president, and 
Luther C. Peter, of Philadelphia, secretary. 

The Louisville Eye and Ear Society held its 
annual meeting January 19th, at the Pendennis 
Club. Dr. Harry Gradle, of Chicago, was the 
euest of honor and addressed the society on 
“Practical Perimetry for Every Day Use.” 

At the joint meeting of the Chicago Med- 
ical and Chicago Ophthalmological Societies, 
March 7th, Dr. George E. de Schweinitz de- 
livered an address “Concerning Practical Co- 
operative Work Between Medical and Surgical 
Practitioners and Ophthalmologists.” 

The Eastern New York Eye, Ear, Nose and 
Throat Association was recently organized. 
Meetings will be held on the third Wednes- 
day of each month, alternately in Troy, AIl- 
bany, and Schenectady. The officers are: 
President, Dr. Eugene E. Hinman of Albany; 
vice-president, Dr. John J. O’Brien of 
Schenectady; secretary-treasurer, Dr. Frank 
M. Sulzman of Troy. 

At the annual meeting of the Indiana Acad- 
emy of Ophthalmology and Oto-Laryngology, 
in Indianapolis, January 18th, the following 
officers were elected: President, Dr. C. Nor- 
man Howard, Warsaw; vice-presidents, Drs. 
A. L. Marshall, Indianapolis, and R. W. 
Cochran, Madison; secretary-treasurer, Dr. B. 
J. Larkin, Indianapolis. Dr. John Green, Jr., 
St. Louis, addressed the meeting. 

The Chicago Ophthalmological Society and 
the Chicago Laryngological Society have 
planned a joint clinical mecting to be held in 
April. On Monday, April 16, all of the eye 
clinics in Chicago will hold open house for 
visitors, presenting material for diagnosis, as 
far as possible. That evening there will be 
a joint dinner of the two societies with one 
ophthalmic paper and one _ oto-laryngologic 
paper. On Tuesday, April 17, the ear, nose, 
and throat clinics will hold sway all day. 
Formal invitations have been sent to all of 
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the special societies within a radius of five 
hundred miles of Chicago; but any confrere 
will be made welcome, regardless of a formal 
invitation. For those two days, there will be 
an information booth in the lobby of the Hotel 
Sherman for the benefit of visiting colleagues. 


MISCELLANEOUS. 

The New York Association for the Blind 
was left $25,000 and a share in the residuary 
estate, under the will of Mrs. Sarah J. Robin- 
son, 


St. Joseph’s Association for the Blind, 
Jersey City, receives $5,000 from the will of 
the late John W. Rapp. 

George Weinman, a twenty-three year old 
student at Northwestern University, in spite 
of the handicap of blindness, has won more 
scholarship honors than were ever before be- 
stowed on one student in a year. He mastered 
the Braille system in the Chicago public 
schools, and his books and lessons are read to 
him by his mother. 

Reports were made and new officers elected 
at the forty-first annual meeting of the Penn- 
sylvania Home Teaching Society and Free 
Circulating Library for the Blind in Phila- 
delphia. A fund for establishing a “Moon 
Publishing House” in Philadelphia was ap- 
propriated. It will be the first printing estab- 
lishment in America to use this special kind 
of raised type. Among the officers elected 
were: President, Dr. L. Webster Fox; and 
secretary, Isabel W. Kennedy. 

Dr. Sofie A. Nordhoff-Jung, of Washington, 
District of Columbia, United States of Amer- 
ica, has founded an annual prize of five hun- 
dred dollars bearing the title of “The Sofie A. 
Nordhoff-Jung Cancer Research Prize.” This 
prize is destined for the encouragement of re- 
searches in the etiology, prevention and treat- 
ment of cancer. It will be awarded by a com- 
mission, composed of members of the Uni- 
versity of Munich, Bavaria, and be granted 
for the first time in December in the year 
nineteen hundred and twenty-three. The com- 
mission consists of professors Borst, Doeder- 
lein and Sauerbruch, with Professor von 
Romberg as chairman. This body is em- 
powered to elect successors. The award will 
be made as a recognition of the most con- 
spicuous work in the world literature bearing 
on cancer research, done at a time antecedent 
to the allotment of the award. Tho the 
prize will not be awarded on a competitive 
basis, the commission invites all research 
workers in cancer to submit literature on this 
subject. 
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Current Literature 


These are the titles of papers bearing on ophthalmology. They are given in Eno. 
lish, some modified to indicate more cleariy their subjects. They are grouped onde 
appropriate heads, and in_each group arranged alphabetically, usually by the author’s 
name in heavy-face type. The abbreviations mean: (Ill.) illustrated; (PI.) plates; (Col 
Pl.) colored plates. Abst. shows it is an abstract of the original article. (Bibl.) means 
bibliography and (Dis.) discussion published with a paper. Under repeated titles are given 
additional references to papers already noticed. To secure early mention, copies of pa- 
pers or reprints should be sent to 217 Imperial Building, Denver, Colorado. 


BOOKS. 

Axenfeld, T. and Elschnig, A. Augenaerzt- 
liche Operationslehre. 2 volumes, 2251 
pages, 1142 illustrations. Berlin, Julius 
Springer. A. J. O., 1923, v. 6, p. 150. 

Bell, J. Anomalies and diseases of eye. 
Nettleship Memorial Volume. 140 pages, 
1 colored plate, 366 pedigree charts. Cam- 
bridge University Press. A. J. O., 1923, v. 
6, p. 148. 

Eagleton, W. P. Brain abscess. Its surgical 
pathology and operative technic. MacMil- 
lan Co., New York, 1922. A. J. O., v. 6, pD. 
151. 

Nesfield, V. Ophthalmic Surgery. 172 pages, 
22 illustrations. H. K. Lewis, London. 
Brit. Jour. Ophth., 1923, v. 7, p. 108. 

Practical Medicine Series, 1922. Eye, ear, 
nose and throat. Vol. 3, 453 pages, 28 
plates and 24 illustrations. Chicago, The 
Year Book Publishers. A. J. O., 1923, v. 
6, p. 149. 

Transactions of the Section on Ophthal- 
mology, A. M. A. 1922, 382 pages, 38 
plates, 9 in colors and 17 illustrations. 
Ohicago, A. M. A. A. J. O., 1923, v..6, p. 
151. 


DIAGNOSIS. 


Amoretti, E. Microscopy of living eye. 
Koeppe’s method. Rev. Asoc. Med. Argen- 
tina, Ophth. Sec. 1922, v. 35, p. 3. Abst. 
Inter. Med. and Surg. Survey, 1922, v. 4, 
(8a-644). 

Bab, W. Reliability of tonometers. Zeit. f. 
Augenh, 1922, v. 49, p. 17. Abst. Inter- 
national Survey of Ophth., 1923, v. 5, p. 23. 

Basterra. Diagnosis from microscopic ex- 
aminations of eye. Arch. de Oft. Hisp.- 
Amer., 1922, v. 22, pp. 677-679. 

Blanco, T. Binocular loupe. (2 ill.) Arch. 
de Oft. Hisp.-Amer., 1922, v. 22, pp. 679- 
685. 

Gaffey, J. W. New ophthalmic test object. 
Amer. Jour. Clin. Med., 1923, v. 30, p. 153. 

Hay, P. J. Test types. Brit. Jour. Ophth., 
1923, v. 7, pp. 110-112. 

Schweinitz, G. E. de. Ocular examination 
in relation to general medicine and surgi- 
cal investigations. Virginia Med. Monthly, 
1923, v. 49, pp. 625-628. 

Repeated title. Szekrenyi. (A. J. O., 1923, 
v. 6, p. 73) International Survey of Ophth. 
1923, v. 5, p. 22. 


THERAPEUTICS. 


Abelsdorff and Steindorff. Ophthalmologic 
technic. Local use of drugs. Deut. med. 
Woch., 1922, v. 48, p. 1319. Abst. Intern. 
Med. and Surg. Survey, 1922, v. 4, (8a-622). 


Bierens de Haan, L. Treatment of ocular 
diseases with milk injections. (dis.) 
Netherlands Ophth. Soc. A. J. O., 1993 
v. 6, p. 143. 

Guarini, C. Roentgenotherapy with very 
short wave lengths in some ocular affee. 
tions. Riforma Med., 1922, v. 38, p. 963. 

Abst. Intern. Med. and Surg. Survey, 1922, 

v. 4, (8a-634). 

Haass, F. Vistosan, a protein preparation, 
Klin. M. f. Augenh., 1922, v. 69, p. 450, 
Abst. International Survey of Ophth., 1923, 
v. 5, p. 24. 

Kelen, B. Roentgenotherapy in ophthal- 
mology. Orvosi Hetil., 1922, v. 56, p. 24. 
Abst. International Survey of Ophth., 1923, 
v. 5, p. 5. 

Kleiber, G. Effect of locally applied calcium 
salt solutions on eye pressure. Arch, f. 
Augenh., 1922, v. 91, p. 278. Abst. Intern. 
Med. and Surg. Survey, 1922, v. 4, (8a-626). 

Mazzei, A. Action of adrenalin on vascular 
membranes of eye. Arch. di Ottal., 1922, 
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Shepard, G. A. Ophthalmic therapeutics. 
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O., 1923, v. 6, p. 73) Intern. Med. and Surg. 
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OPERATIONS. 


Abelsdorff and Steindorff. Ophthalmologic 
technic. Bandages. Deut. med. Woch., 
1922, v. 48, p. 1389. Abst. Intern. Med. 
and Surg. Survey, 1922, v. 4, (8a-621). 

Beaumont, W. M. Butyn as a local anes- 
thetic. Brit. Med. Jour., 1923, Jan. 13, p. 
57. 

Bentzen, C. F. Dry sterilization of instru- 
ments. Trans. Ophth. Soc. United King- 
dom, 1922, v. 42, pp. 283-285. 

Werner, L. Skin grafting. Trans. Ophth. 
Soc. United Kingdom, 1922, v. 42, p. 381. 
PHYSIOLOGIC OPTICS. 

Haupt, |. A. Selectiveness of eye’s response 
to wave length and its change with in- 
tensity. Jour. Exper. Psychol., 1922, v. 6, 

p. 347. 

Lasareff, P. Theory of phenomena of vi- 
bration in night vision. Pflueger’s Arch. 
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